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Anesthesia Problems in Trauma 
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ITHIN the tremendous current volume of 

writing and speaking on anesthesia sub- 
jects, there is comparatively little material on 
the subject of the recent injury. This possibly 
is due to the fact that writers in the metropol- 
itan medical centers do not come into contact 
with industrial, farm, home, and highway acci- 
dents which are seen most frequently in neigh- 
borhood hospitals of the cities and in smaller 
communities. 

The responsibility tor safe anesthesia in the 
recently injured patient usually is in the hands 
of the resident, the general practitioner who 
is a part time anesthetist, and the surgeon who is 
supervising a nurse anesthetist. This paper is 
directed at those groups and not at the fully 
trained, experienced anesthesiologist. Much of 
the material in this paper ix so elementary it 
should be universally known but so many of 
these principles are ignored I believe they are 
worth repetition and consideration. 

Basically, anesthesia problems in the injured 
patient stem from the fact that the case cannot 
be scheduled and prepared. ‘There may be a sub- 
stantial and continuing blood loss, and the case 
must be done soon to save life; and compound 
fractures, tendon injuries, and soft tissue in- 
juries must be handled promptly to gain pri- 
mary healing. 

In either of these general categories, the pa- 
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tient may be in various grades of shock and his 
stomach may be full if the accident happened just 
after mealtime. Mest accidents seem to occur late 
in the day, possibly because the victim was tired 
and careless. His repair is thrust on top of a full 
surgical schedule, at a time when the operating 
room personnel are tired, hungry, and secretly 
wishing they had gone into some field of en- 
deavor. In this situation the anesthetist is often 
tempted to take short cuts and start the case 
without adequate preparations, in order to finish 
the day’s work. I know of no field in which short 
cuts will produce more disaster than in the treat- 
ment of accidents. 

This paper will deal principally with the 
problems of the full stomach, the patient who is 
a poor risk because of blood loss, and the weary 
anesthetist who is lured into careless habits. 

A full stomach presents one of the most seri- 
ous hazards in anesthesia. The danger should be 
constantly in the minds of the surgical personnel 
and yet there is a widespread tendency to dis- 
miss it as unimportant. If stomach contents are 
regurgitated and aspirated into the pulmonary 
system, death can be almost instantaneous. Most 
humans can survive five to seven minutes of 
oxygen lack, although at the upper limits of this 
period some brain damage will result, particular- 
ly in older people. When stomach contents enter 
the pulmonary system, death is often produced 
much sooner than this, presumably by stimula- 
tion of a vagus nerve already sensitized by as- 
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phyxia. Cardiac arrest sometimes occurs im- 
mediately. This is truly a catastrophe. 

The important fact to remember is that fol- 
lowing injury the pylorus closes and prevents 
gastric emptying for a long period, often up to 
12 hours. Thus, if the victim ate just before in- 
jury, he will have a full stomach six or eight 
hours later. The food is diluted, expanded, and 
liquefied by gastric juice, but is not emptied. The 
important question, then, is not how long ago he 
ate, but how soon after eating was he injured. 
Any patient injured within an hour and a half 
of eating should be regarded as having a full 
stomach. Any child, particularly if injured at 
play after school, should be assumed to have a 
full stomach. Children are always eating, but 
frequently will not admit it because their 
parents have cautioned them against spoiling 
their supper. 


Once the problems and hazards of full stom- 
achs are realized, many things can be done to 
prevent or minimize complications. In a general 
way, the choices are to empty the stomach, use a 
technique under which the patient is not likely 
to vomit, or seal off the airway so that gastric 
contents cannot enter the pulmonary system. 
The safest and most obvious solution is to empty 
the stomach. Either the patient can be made to 
vomit or a tube can be passed. One often sees a 
physician or nurse going through the motions 
of aspirating the stomach with a #12 or 14 
Levine tube and accomplishing nothing. The 
only satisfactory way to empty a stomach is to 
forget for a moment the patient’s feelings and 
pass a large Ewald tube, with thorough aspira- 
tion and lavage. Most of the small particles can 
be cleaned out in this manner. In children and 
in unco-operative adults, this often is not pos- 
sible. In these cases some other way of safely 
conducting the anesthetic must be done. There 
is a great temptation to rush into the emergency 
room with a syringe of Pentothal® or a can of 
ether and swing into action. This policy will be 
rewarded by serious trouble. 


Before anesthesia is induced by any method 
on a patient with a potentially full stomach, 
several pieces of equipment must be avail- 
able, laid out within reach, checked, and ready 
for use. These should be ready on any case, par- 
ticularly the unprepared emergency. One all im- 
portant item, which is so often left down the 
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hall, is a good suction machine. It should be 
checked and found to pull 15 lb. of vacuum. It 
should be fitted with an adequate rigid suction 
tip and should have catheters and adapters 
available. I repeat, check the suction, because so 
often when it was cleaned after the regular 
surgical schedule, the various joints and bottle 
tops were not reassembled in working order. 


Appropriate sizes of laryngoscopes and en- 
dotracheal tubes should be laid out and ready for 
use. A wedge or mouth screw should be at hand. 
A tracheotomy set should be in the operating 
room or emergency room, not in central supply. 
It need not be open, but must be quickly avail- 
able. When vomitus is aspirated, the vocal cords 
go into protective spasm, thus closing the air- 
way. If the jaw is tight because of anoxia or 
light anesthesia, if the pharynx cannot be suc- 
tioned, and the laryngeal spasm cannot be 
teased open with intermittent pressure on the 
rebreathing bag, if an endotracheal tube cannot 
be passed even with force, than tracheotomy may 
be the only method of salvage. The pulmonary 
system also can be very effectively suctioned 
through a tracheotomy. 


When these preparations are completed, turn 
to the job at hand, anesthetizing the patient. 
Perhaps the most satisfactory way of avoiding 
trouble from a full stomach is the use of some 
type of conduction block anesthesia, either re- 
gional or spinal. In this way the patient may re- 
main awake and the hazard of induction of gen- 
eral anesthesia is avoided. He may become nau- 
seated and vomit, either from his narcotic or 
because of a blood pressure drop under spinal 
anesthesia. But under conduction block, he has 
his phargyngeal reflexes and, with a little coach- 
ing, can expel the vomitus safely. If this pattern 
is followed, brachial block can be used on the 
upper extremity and spinal anesthesia can be 
used on injuries of the abdomen and lower ex- 
tremity. If the anesthetist is experienced in its 
use, epidural anesthesia can be used. One impor- 
tant by-product is the sympathetic block 
achieved by these methods. This is most helpful 
in relieving vasospasm associated with crushing 
injuries of the extremities. These methods have 
their limitations, however. They generally are 
not useful in children who are too tense and 
unco-operative to allow the procedure to be done 
while awake. 
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Brachial block has its limitations in extensive 
injuries of the arm, particularly nerve and 
tendon injuries. The block does not last long 
enough and puts the surgeon up against an 
unfair time limit. Even with intracutaneous in- 
filtration high on the arm, a tourniquet often is 
not usable with a brachial block. 


In children, and in most head, neck, and 
upper extremity injuries, general anesthesia 
must be used. The anesthesist must be prepared 
to deal with food, swallowed blood, dislodged 
dentures, and forgotten chewing gum. It is pos- 
sible to use some method under which regurgi- 
tation will be unlikely. In choosing an agent, 
the use of Pentothal is desirable because of the 
probability of a rapid, smooth induction with 
quick passage through the vomiting zones. Gen- 
erally, intravenous barbiturates are a poor choice 
on children. However, they often can be used 
wisely on children, with careful attention to 
low dosage when there is a danger of regurgita- 
tion. Nitrous oxide or cyclopropane can be added 
when the third stage is reached. 

I have the distinct impression that childhood 
is one of the most dangerous of all occupations. 
Children comprise a large percentage of all 
emergency anesthesia calls and the most com- 
mon injury is fracture of the upper extremity. 
The stomach usually is full of soft drinks and 
candy, but a degree of safety can be obtained 
by inducing anesthesia with the patient on his 
right side. In most cases the whole procedure 
can be done in this position. It has two advan- 
tages. If the child should regurgitate in this 
position, his pharynx will drain. It is helpful 
to use a transparent mask, so that silent regurgi- 
tation is visible. Also, in this position the stomach 
contents gravitate away from the hiatus, and a 
full stomach is unlikely to discharge upward 
when muscle and sphincter tone is. lost with an- 
esthetic relaxation. I have found this method 
workable and effective. It also can be used in 
adults and often is the method of choice when 
the procedure can be done with the patient on 
his side. 

The use of an endotracheal tube usually is 
associated with major cases; with head, neck, 
and chest anesthesia; upper abdominal work; 
or eases done in an unusual position. I think it 
is justified also in relatively minor repairs where 
the hazard of a full stomach is present. With 
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an endotracheal tube in place and its cuff in- 
flated, regurgitation is no problem since the 
trachea is sealed and pulmonary aspiration can- 
not take place. This may seem to be overplaying 
the case a little, but safety is the prime con- 
sideration and greatly overshadows the few com- 
plications of endotracheal anesthesia. One of the 
safest methods of gaining control of the case 
is the insertion of the tube under topical anes- 
thesia. The patient is awake and has fairly good 
control of his reflexes. A satisfactory alternate, 
if the patient is in good condition, is a rapid 
intravenous induction with a barbiturate and 
muscle relaxant. If the. induction is quick and 
the tube promptly inserted, the patient will 
probably not have a chance to discharge stomach 
contents. 

When a patient regurgitates during induction 
or at any stage of anesthesia when an endo- 
tracheal tube is not in place, one must work 
rapidly. I feel at this juncture the Trendelen- 
herg position is of little value. Much of the 
regurgitation occurring under anesthesia is not 
an actual act of vomiting. It is due more to a 
loss of muscle and sphincter tone, with upward 
flow from a distended stomach. The Trendelen- 
herg position just encourages more upward flow. 

If possible, the patient should be placed on 
his side, or his head turned to allow the pharynx 


‘to drain. Manage somehow to suction the phar- 


ynx and rapidly insert an endotracheal tube, all 
at the same time. The tube will guarantee an 
airway and will prevent further aspiration. If 
the jaw is rigid, a rapidly acting relaxant such 
as succinylcholine is helpful in getting it 
open: so is a mouth screw or several layers of 
tongue blades. The loss of a tooth or two during 
this life saving procedure is of no moment. Even 
with a tight jaw, a rigid tonsil tvpe of suction, 
tip can be placed behind the last molar and into 
the pharynx. If the pharynx is filling rapidly 
and the jaw cannot be opened for passage of an 
endotracheal tube, then an immediate tracheot- 
omy should be done. During this crisis, when 
the vocal cords may be in protective spasm and 
the airway completely closed, valuable time can 
sometimes be bought by transtracheal insuffla- 
tion of oxygen. A 15 or 14 guage needle is in- 
serted through the cricothyroid membrane or be- 
tween tracheal rings, and 100% oxygen: is, in- 
jected by syringe or by tube connection. This 
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procedure may mean the difference between suc- 
cess and failure. 

Even with the protective closure of the larynx, 
the patient has probably aspirated stomach con- 
tents into his pulmonary system. The trachea 
and major bronchi should be thoroughly suc- 
tioned with a suitable catheter passed through 
the endotracheal or tracheotomy tube. Broncho- 
scopy should be considered, and probably should 
be done. My experience has been that catheter 
aspiration does a good job and leaves practically 
nothing for subsequent bronchoscopic aspiration. 
Needless to say, once a good airway has been 
established and the tracheobronchial — tree 
cleaned, oxygen must be carried to the alveoli. 
If the patient’s respirations are not affective, 
then oxygen must be moved in by the anesthetist 
with the rebreathing bag of the anesthesia ma- 
chine, 

The patient with the riddled face or mouth 
presents many of these same problems of gain- 
ing quick control over the airway, and of pre- 
venting aspiration. These cases occur in indus- 
trial explosions, gun accidents, tire explosions 
at filling stations, attempted suicides, and in 
patients who have been thrown through wind- 
shields. The face and mouth are torn and rid- 
dled and the pharynx is filled with blood. Endo- 
tracheal anesthesia is necessary. Insertion of the 
tube under topical anesthesia usually is out of 
the yuestion; rapid absorption of the drug 
through the denuded surfaces is likely to pro- 
duce a reaction. Uusally a quick induction with 
an intravenous barbiturate and muscle relaxant 
is the only choice, with prompt insertion of the 
tube before aspiration of blood and vomitus can 
occur. If one gets into trouble, there is little 
chanee to apply a mask with oxygen to the 
macerated face and a tracheotomy set should 
be ready. 

The automobile age is supplying us with an 
increasing number of patients who have a head 
injury and associated trauma, usually fractures. 
These cases often are problems in timing. There 
is no question about the patient who is wicon- 
<cious from a head injury. He should be lett 
slone except for neurosurgical procedures, There 
are few other surgical problems so urgent that 
they must be done on a patient unconscious from 
a head injury. I believe local anesthesia or 
regional block would be the only acceptable 
methods in the cireumstances. 


‘There are borderline cases, however, where 
cautious judgment is required. The patient may 
have been unconscious or irrational for several 
hours, but over a period of time has improved 
and regained normal mental and neurological 
status. Or he may have been stunned and con- 
fused, and over a period of hours has returned 
to normal. In either case his associated injuries 
may now require attention. | think the anesthe- 
tist should encourage as much delay as possible. 
This is advisable partly to make sure no signs 
of delayed intracranial bleeding develop, and 
partly to stall for time and gain as much im- 
provement as possible. Then, I think spinal, 
local, or regional block should be used if ai 
all possible. These presumably recovered head 
injuries are unstable under general anesthesia ; 
their response is unpredictable and they are 
very easily depressed. Anoxia and carbon dioxide 
excess are producers of cerebral edema, and 
should be avoided. 'The patient should be teased 
along with small amounts of anesthetic and 
watched closely for respiratory depression. 

Many of these same principles apply in the 
intoxicated patient. The ease should be delayed. 
if at all possible, until he becomes sober. If he 
must he repaired immediately, a general anes- 
thetic usually is necessary except for superficial 
lacerations. A drunk who is constantly trying to 
return to the tavern and is demanding a ciga- 
rette, a drink, or a chance to vomit is a poor 
subject for conduction anesthesia. If he is put 
to sleep, it should be borne in mind that he is 
already full of an effective general anesthetic. 
He will be unstable, will have altered responses, 
and should be carried along cautiously with 
minimal amounts of drug. An intravenous in- 
duction is almost a must, to anesthetize an un- 
co-operative patient. Following induction a gas, 
such as cyclopropane, probably is preferable. 

Every anesthetist is plagued from time to 
time with the problem of the injured patient 
who has lost a large amount of blood, is con- 
tinuing to lose blood. is in varying degrees of 
shock, and must be operated on. This problem 
usually arises in chest or abdominal injuries. 
Most other bleeding can be stopped by first aid 
measures and the patient can be placed in good 
shape for anesthesia and surgery by blood re- 
placement. 
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Under ideal conditions, the shocked patient 
should be brought to a normal blood volume 
before emergency surgery. When unlimited sup- 
plies of blood are available, this can be done. ‘The 
patient with abdominal bleeding, a pulse of 110. 
and a blood pressure of 90/50 can be pumped 
full of blood and can be placed in good condi- 
tion for surgery. Unfortunately, this is not often 
possible, particularly in the community hospital 
with a small blood bank. Even with the help 
of the state police, large amounts of blood are 
several hours away. Here, one must decide 
whether to use the limited supplies of blood now 
to try to get the patient into good condition or 
to take him as he is and save the blood for stabi- 
lization after bleeding has been stopped. Vaso- 
pressors such as Levophed,® and plasma expand- 
ers such as Dextran,® are helpful in squeezing 
by with limited blood supplies. However, they 
are temporary, do not carry oxygen to the tis- 
sues, and at best are only a partial solution to 
the problem. 

If the patient is in extremis, usually there is 
no choieé but to try to improve him. But if he 
is in any kind of acceptable shape, I think it is 
often better to take him as he is, adapt the 
anesthesia to his condition, and correct his bleed- 
ing injuries surgically. hen the available blood 
can be used for stablization before the patient 
leaves the table. 

The ruptured spleen is fairly common, and 
is a good example. Even though current steer- 
ing wheels are collapsible and have no vertical 
spoke, the ruptured spleen seems to be a_by- 
product of the automobile age. I have seen ten 
pints of blood given to a ruptured spleen before 
surgery, with no visible results. | have seen 
similar patients taken immediately to the operat- 
ing room, where they were prepped and draped 
before induction of anesthesia, An endotracheal 
tube was inserted under topical anesthesia and 
the patient was given cyclopropane and carried 
in a very light plane. The surgeon opened rap- 
idly and quickly placed a hemostat on the splenic 
pedicle. Then the nurses mopped his brow while 
two pints were pumped in, and he was able to 
complete the procedure in an orderly manner 
on a patient out of shock and almost stable. 

If worst comes to worst in dealing with the 
shocked patient, the only comforting thought 
may be that the job usually can be done under 
local or field block anesthesia. Often this is the 
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best choice. ‘he shocked patient requires little 
anesthesia, and in many cases satisfactory results 
can be obtained in the thorax or abdomen by 
injecting the appropriate intercostal nerves at 
the angle of the rib and by reinforcing this with 
a subeutaneous and intracutaneous field block 
around the site of the operation. Even if this 
method is not completely effective, the mutter- 
ings of the surgeon and an occasional grunt 
from the patient are certainly more tuneful than 
the sobs of his widow. 

Usually, in a patient with a low blood volume, 
spinal anesthesia is a poor choice. Reflex vaso- 
constriction may be the only thing holding him 
together. When vascular tone is removed over 
a substantial part of his body by spinal anes- 
thesia, he may collapse and may not respond 
to Levophed or any other vasoconstrictor. 

If a general anesthetic seems advisable on 
the shocked patient, cyclopropane is the best 
choice. It depresses cardiac output very little in 
reasonable planes of anesthesia, it makes possi- 
ble a high percentage of oxygen, and induction 
and recovery are rapid. Since it is a strong re- 
spiratory depressant, breathing must be assisted 
with pressure on the rebreathing bag. Intraven- 
ous barbiturates, if used at all, should be for 
induction only. They depress cardiac output 
specifically and are circulatory depressants gen- 
erally. 

Whatever is used on the shocked patient, very 
little is needed. The patient should be carried in 
a light plane and relaxation should be provided 
by the smallest possible dose of one of the re- 
laxants. T prefer succinvleholine: its action is 
short and it has little effect on the circulation. 

The abdominal or thoracic injury, in critical 
condition from blood loss and trauma, usually is 
taken seriously. Everyone is on his toes, aware 
that the situation is grave and the patient re- 
ceives the “full treatment of the temple.” It is 
unfortunate that the same level of care is not 
extended to the relatively minor injury. One 
is frequently beckoned into the emergency room 
to give “just a little Pentothal” or to “pour a 
little ether.” “It won’t take much,” the operator 
says, “I just want to snep this arm back.’”’ In 
iy opinion, this is the signal to check on when 
the patient was premedicated and when he ate. 
and then to assemble within reach a suction 
machine, an anesthesia machine, and the proper 
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sizes of endotracheal tubes. Then proceed to do 
the job right, with the thought in mind that 
this patient could die. I have never been sorry 
for overplaying a case but I have regretted tak- 
ing short cuts. I do not believe that a Hollywood 
production, complete with electronic monitoring, 
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HE Public Health Service approached Gun- 

nar Gundersen and me last summer about 
going to Russia to see how the Soviets teach and 
practice medicine. If we went, the State Depart- 
ment would arrange it. We decided to go, not 
officially but as a couple of country doctors. If 
you go officially, everything is scheduled and you 
have no opportunity to do the things you want 
to: by going as individuals, but with the blessing 
of the State Department, our government could 
smooth the way through official circles in Russia. 
This was done and we spent about 12 days in 
Moscow, Leningrad, Kiev, Lvov, and a few other 
areas. 

My remarks are based on information received 
from the Minister of Health and from outstand- 
ing physicians to whom we were referred as well 
as from the Dean of one of the two medical 
schools in Moscow. I cannot vouch for its au- 
thenticity and am repeating only what I was 
told. I made notes as we went along so that I 
would have everything down in black and white. 

There are 200 million people in Russia and 
340,000 physicians and 80 medical schools. Mos- 
cow — with a population of about 6 million — 
has two, called Number One and Number Two. 
We spent an afternoon with the Dean of Num- 
ber One and he told us that all the medical 
schools in Russia have identical curricula. The 
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must be made of every case. But I do believe that 
there is no such thing as a minor anesthetic and 
that the most dangerous phrases in anesthesia 
are “Just a little Pentothal — it won’t take 


much.” 


Medicine in Russia 


two Moscow schools have separate faculties and 
the enrollment of the two schools at present is 
4,020 students. 

The course takes six years. Five hundred stu- 
dents are admitted annually. The first year they 
lose five to 10 per cent but after that, practically 
no student fails. Up until two years ago, 80 per 
cent of the medical students were women, a situ- 
ation that has persisted since World War II. 
They are trying to increase male enrollment and 
49 per cent of last year’s incoming classes were 
men. 

The faculty of each Moscow medical school is 
between 250 and 300. Almost every large city 
in Russia, all the way across to Siberia, has a 
medical school. They select medical students 
from the upper five per cent of university stu- 
dents who make straight 5’s throughout (they 
grade 1, 2, 3, 4, and 5), without examination. 
If the scholastic average is four 5’s and one 4, 
a special examination is given in Russian, a 
foreign language, chemistry, and physics. Stu- 
dents who pass are then eligible for medical 
school. They think the reason so many women 
go into medical work is because they are better 
students in the secondary schools, probably due 
to lack of outside interests. 

Students who fail the special examination, 
particularly women, go into a hospital and be- 
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come what they call a medical sister, or nurse. 
These women could be called high grade nurses 
and they stay in the hospital for three years. If 
their work has been satisfactory they can take 
the examination again for entrance to medical 
school. Many do so but since there are about 10 
applicants for every opening, the medical school 
authorities have a wide choice. 

The schools are having difficulty teaching 
anatomy. I was surprised to learn that cadavers 
are not easy to obtain. The pro-sector method 
is used in teaching anatomy; one man demon- 
strates to 15 or 20 students and the same ca- 
daver may be used over and over again. They 
have an idea that after life has left a body, it is 
not to be used for dissecting purposes. As a re- 
sult, their students learn anatomy without ever 
touching a dead body. 

When the students finish medical school, the 
top 5 to 10 per cent are given an opportunity 
to take an internship or further education. But 
the majority go out into the rural areas to prac- 
tice medicine. I asked if there was any possibil- 
ity that these graduates were told where to go 
and they said: “No. Nobody is instructed where 
to go. They have a choice.” I asked what this 
meant and was told: “If you graduate and have 
not made yourself eligible for postgraduate work 
they give you a choice of Archangel, Vladi- 
vostock, or Smolensk. You can go to any of these 
places but you have to go to one of the three.” 

This is how they distribute their graduates 
and the applicant does not have much choice. 
But applicants who go to Archangel, Murmansk, 
or the extremely cold north have their salaries 
doubled as a recompense. All Russian physicians 
work for the state and the average salary is 800 
rubles a month (about $200), whether they 
work in small communities or larger towns do- 
ing general practice or clinic work. The man or 
woman who does postgraduate work has to study 
in a clinic under some outstanding man. 

There are three classes of medicos. First comes 
the physician, a man or woman who has gradu- 
ated from medical school. He is not called a doc- 
tor and doesn’t get a certificate as a doctor but 
as a physician. I was glad to have this explained 
because for 15 or 20 years I have been working 
on the medical examining board that licenses 
refugees and have come upon the word physician 
many times. It was difficult for me to under- 
stand how a man could be a physician and not 
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a doctor. Apparently this is a European system. 
The word doctor is given only under special cir- 
cumstances and after special training. The proc- 
ess is slow and tedious. First the medical stu- 
dent becomes a physician. Then, if he desires to 
become a higher-up, and shows the aptitude for 
it, he becomes a candidate — a candidate to be- 
come a doctor. He remains in this status for a 
varying length of time, working under some out- 
standing doctor for three to 10 years. Gradually 
he becomes proficient enough to take a special 
examination and if he passes, becomes a doctor. 

There is no shortage of physicians in Russia 
but my impression is that there — as elsewhere 
— the distribution could be improved. Big cities 
like Moscow have a surplus and there is a short- 
age in the hinterlands but, as I said, special in- 
ducements are given to physicians to go to the 
less desirable rural areas. 

One whole afternoon we talked with Dr. Ma- 
ria Gruschenov, the Minister of Health of USSR 
a well educated, talented, charming woman in 
her 50’s. She treated us with every courtesy and 
promised us everything we asked her. We didn’t 
get to do all these things. Through her executive 
assistant, she promised that we would see hos- 
pitals in rural areas and a few co-operative 
farms. I grieve to tell you that every time we 
were ready to go something went wrong: the 
man in charge was called away or the weather 
was bad. This gives you a good idea of Russia’s 
methods — they won’t refuse you anything but 
end up by showing you exactly what they want 
to and no more. The Reds are just as curious 
about us as we are about them. We stirred up 
more interest there than we have in any other 
part of the world and I don’t know if we en- 
tertained them more than they entertained us. 


One day we went out to the Institute of Medi- 
cine and spent the morning with Professor 
Meshnikov, who has all the attributes of a gen- 
tleman and a physician. We were met by him 
and his assistant, who spoke excellent English. 
Meshnikov showed an acquaintanceship with 
literature you seldom find among Americans. 
He reads French, German, and English and is 
conversant with all the’ work going on in re- 
search, particularly in arteriosclerosis. They had 
the stage set for us and were given a magnificent 
performance. 

Dr. Meshnikov showed us hundreds of aortas 


47 








of rabbits that had been fed in various ways. [He 
also had some beautiful -lides to show what had 
happened. He believes that vitamin D is one of 
the chief causes of arteriosclerosis and that vita- 
min © reverses the process. Alcohol in moderate 
amounts has no effect on the condition but vigor- 
ous exercise is frowned upon. Excitement ag- 
gravates the condition and smoking is bad be- 
cause nicotine constricts the vascular system. 
(1 seem to remember that he was smoking cig- 
arettes at the time.) 

Professor Meshnikov made a fine impression 
on us. He is as high grade a medical man as you 
could find anywhere. He has never been to the 
United States but wants to go to Boston next 
year to attend a conference on metabolism. He 
has a hospital of about 200 beds, with 14 to 16 
patients in each ward. The beds and furniture 
are old and so is the hospital but it is clean and 
well run. I don’t know what it was used for be- 
fore; many of the palaces the Soviets took after 
the revolution have been made into hospitals or 
museums, 

‘The nursing staff wax adequate and in medi- 
cal staffing they had the physicians, doctors. 
fifth and sixth year medical students including 
the before mentioned medical sisters who failed 
in the examinations and were waiting one to 
three years. There wax no shortage ot help be- 
cause everyone works. Ii you don’t, vou don’t 
eat and have to be very ill to get out of it. The 
laboratory equipment was quite good though 
some of it was old but they have modern elec- 
trocardiographs, basal metabolism equipment. 
plenty of microscopes. and oxygen containers in 
the wards. The operating rooms were not built 
for this purpose and the equipment ix not as 
good as in our modern hospitals. In fact, I did 
not see any hospital to compare with Chicago 
Wesley or Passavant ax examples. 

Next morning we went to Dr. [gorov’s clinic, 
which is a neurosurgical hospital. Again we met 
a clever, well educated, cultured physician, ‘This 
hospital has about 200 beds, similar to the other 
one but better. Four operations were going on 
the day we were there. Three of the operator 
were women. One operation was removal of a 
tumor of the cerebellum, another of the cere- 
brum, and another, a tumor of the eighth nerve. 
which was done by the Professor. As usually 
happens when you try to give a special demon- 
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stration, he ran into a mess. The patient was a 
bleeder and the surgeon tried to tie off the sinus. 
After the patient lost considerable blood he was 
transfused vigorously and the surgeon put in a 
pack and backed out as many a man has had to 
do. He didn’t get excited or apologize too much 
but said these things happen occasionally and | 
agreed. 

They also are doing research and Dr. [goro\ 
took us through this department. One of their 
projects is localization of brain tumors and an- 
other is a study of circulation through the 
meninges. Again, the stage was set and we 
were shown only what they wanted us to see. 
They have done some clever work and have a 
new idea on where the cerebro-spinal fluid is 
formed and how it circulates through the men- 
inges. They have beautiful specimens with a 
kind of stain I have not seen before, showing 
the ducts as well as everything else. This was 
quite a novelty to me because when I went to 
school and studied the meninges in pathology 
and histology, I never saw anything like this. 

I am satisfied that there are some talented 
doctors over there who are conversant with the 
research being done all over the world. I know 
we were introduced to the best. Later, in Instan- 
bul. | had an opportunity to talk to Dr. Ray- 
mond Allen, Chancellor of the University of 
California at Los Angeles. His trip through 
Moscow followed ours and he was taken through 
the same two hospitals and had the same guide. 
I suspect that all visiting firemen are shown the 
same thing. 

We tried to get into some other hospitals but 
were unable to. When we got to Kiev, they prom- 
ised to take us to the polyclinics and a hospital 
but kept stalling. We kept insisting and finally. 
one afternoon, they took us on a 20 minute drive 
past the outside of two polyclinics and were told 
that’s where they were. We had to take their 
word for it because we did not get inside. 

When you become ill in Russia vou go to the 
polyelinic, which is an open clinic. If you are 
too sick to get there, they send out a physician 
of their own choice. If you get into the polyclinic 
you don’t ask for a specific doctor; they assign 
one and you have no choice. If it is necessary to 
go to the hospital they tell you which one to go 
to and put a member of the house staff on your 
case, While vou are hospitalized vou are allowed 
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one visitor a week on Sunday afternoon, for an 
hour and a half or two hours. 

You can’t get more than an impression on 
such a short tour but the general feeling we had 
is that their medical care does not compare with 
ours. They do not have our facilities, methods, 
or well trained physicians. They have some ex- 
cellent men and some places where excellent 
medicine is practiced but nothing comparable 
to the United States. 

We went to Turkey which I believe has a 
population of about 20 million. There are only 
three medical schools in that country — at Is- 
tanbul, Ankara, and Salonica. The medical 
course is six years (two years of premedical and 


Frauds and more frauds 

From the mailbox to the TV set the American 
people are being honied and hokumed as never 
before with an amazing variety of cure-alls. The 
Postoftice Department recently issued widespread 
warnings on the common mail order frauds in 
order of their popularity: dietless reducing 
schemes; sure cures tor cancer, arthritis, skin 
trouble, baldness, lost manhood, bust developers, 
and atomic medicines. The Federal Food and 
Drug Administration. long a police dog on 
patent medicines, is taking an especially dim 
view of the door-to-door peddling of vitamin 
and mineral products. Several state and national 
pharmaceutical officials have gone so far as to 
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four of medicine). The majority of gradu- 
ates get an internship. There are 3,000 students 
at the Istanbul school: they get 500 students 
a year and graduate 500. If you want to special- 
ize, the method is much like that in our country: 
four vears of surgery, medicine, or ophthalmol- 
ogy. Pathologists can make it in three. A great 
percentage of their postgraduate work is ob- 
tained abroad. Many go to Zurich or Geneva and 
some come to the United States to Mayo’s or 
other large clinics. The president of the World 
Medical Association, a successful Istanbul phy- 
sician, has two sons. One is now at Mayo Clinic, 
taking surgical service-and the other expects to 
go to Boston next year to study pediatrics. 


suggest banning radio and ‘I'V commercials for 
a host of products for which, directly or by 
implication, fantastic claims are made. One of 
the latest preparations involves “the wonder 
food of the honey bee.” FDA authorities report 
seizures of quantities of this royal jelly with ac- 
companying literature to the effect that it is a 
natural remedy for growth, reproduction, rejuve- 
nation, and longevity and a myriad of bodily 
ailments. In other words, this is the long sought 
fountain of youth cocktail. Radio, TV, and di- 
rect mail are bad enough but most deplorable is 
the bewitching approach of the door-to-door- 
salesman, Editorial. Honey and Hokum. Wis- 
consin M. J. Aug. 1957. 
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Continuous Long Term 


Anticoagulant Therapy After 


Acute 


Myocardial Infarction 


Epwarp W. Cannapy, M.D.*, ARNOLD S. Mor, M.D.**, JuLiaN W. Buster, M.D., Rutu 


KusEwIrTT, B.S., M.T., East St. Louis 


| hepcsper atte carte patients who survived one 
or more attacks of acute myocardial infarction 
were continued on dicumarol for a period of 
three months to more than five years in an effort 
to determine the possible value, safety, and prac- 
ticability of the use of long term anticoagulant 
therapy in ambulatory private patients. 

Each patient had received dicumarol as a 
hospital patient during the acute attack of myo- 
cardial infarction and the anticoagulant was 
continued after hospital discharge. Twenty-three 
patients discontinued the treatment for various 
reasons, 66 remained on dicumarol throughout 
the study. After the maintenance dose had been 
established, prothrombin time determinations 
(Quick method) were done twice a week to once 
every two weeks. The frequency of the tests de- 
pended upon the stability of the prothrombin 
time. Attempts were made to keep the prothrom- 
bin activity at 20 to 40 per cent of the normal 
control. All determinations were made in our 
office laboratory. 

During the period of study there were 10 
deaths among 66 patients who continued treat- 
ment (mortality rate 15.1 per cent). All deaths 
were due to cardiovascular causes. Five of the 
10 occurred within six months of the onset of 
the acute attack of myocardial infarction pre- 
ceding treatment. Table 1 indicates the number 
of deaths and mortality rate in each six month 
period for more than 48 months. 

A total of 12 probable recurrences occurred 
in 10 of the 66 patients (15.1 per cent) con- 
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** Assistant in Clinical Medicine, Washington Uni- 
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tinuing treatment. Four patients who died sud- 
denly were considered to have had a recurrent 
myocardial infarction. There were five non-fatal 
recurrences. Three other patients died following 
proved recurrences. The most recent prothrom- 
bin time before recurrence or sudden death was 
below 40 per cent in seven, above 40 per cent in 
four, and unknown in one. The last prothrom- 
bin time determination before recurrence or 
death in those below 40 per cent had been from 
one to 13 days previously. 

Fifteen patients had recurrent attacks before 
dicumarol was administered on a long term basis. 
Two discontinued therapy and three died while 
receiving dicumarol. The mortality rate in the 
recurrent group remaining under treatment was 
23 per cent and in the group receiving dicu- 
marol after their first infarct, 14.8 per cent. 

Twenty-three patients discontinued treatment. 
Anticoagulants were discontinued because of 
hemorrhage of varying degree in 11 patients. 
Since August, 1956, none has been discontinued 
permanently because of hemorrhage. The present 
procedure is to control hemorrhage with vita- 
min K1, and then resume administration of the 
anticoagulant. Five of the patients discontinuing 


TABLE 1 





MORTALITY RATES OF TREATED GROUP 


Time elapsed after 








acute attack Number Died Mortality Percentage 
3-6 months 5 7.6 
6-12 months 2 3.0 


12-18 months 1 
18-24 months 0 
24-30 months 0 
30-36 months . 1 HS 
36-42 months 0 
42-48 months 0 
48 months or more 1 


1.5 


TOTAL 10 15:1 
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TABLE 2 
SOURCE OF HEMORRHAGE 








Hematuria 8 
Ecchymosis 5 
Hemmorhoids 4 
Epistaxis 3 
Mouth 1 
Hematoma 1 


TOTAL PATIENTS 89 
Total Patients Bleeding 15 (16.8%) 
Major Bleeding 4 ( 45%) 
Minor Bleeding 11 (12.3%) 





treatment died of cardiovascular causes, one two 
days and another 13 days after discontinuing 
anticoagulants. The remaining three died from 
seven to 18 months after discontinuing treat- 
ment. All but one had been on anticoagulant 
therapy for six months or longer before treat- 
ment was stopped. 

Hemorrhage of varying degree occurred in 10 
of the 89 patients, or 16.8 per cent (‘Table 2). 
This was slight as a rule and included hema- 
turia, epistaxis, rectal bleeding, ecchymotic 
areas, and bleeding of the gums. Severe bleed- 
ing occurred in four (4.5 per cent). No deaths 
resulted from blood loss or direct effects ot 
hemorrhage. One patient who had been on anti- 
coagulants two years died suddenly two days 
after treatment with vitamin K1 for control 
of hematuria, suggesting the possible danger of 
a rapid return of the prothrombin time to nor- 
mal level. The incidence of hemorrhage in 
groups of patients on long term anticoagulant 
therapy has been reported by others as varying 
between 25 per cent and 56 per cent’*’. 

Although the outlook for patients recovering 
from an acute attack of myocardial infarction 
is not as gloomy as it was formerly thought to 
be, the prognosis must be considered serious. 
Bland and White* reviewed the 10 year outcome 
of 200 cases of coronary thrombosis; the mor- 
tality rate of those surviving the first four weeks 
was 18.5 per cent during the first year, 10.5 
per cent the second year, 10.5 per cent the 
third year, and 6 per cent the fourth year 
(four year mortality rate of 46.5 per cent). 
Fifty of Bland and White’s patients survived 
more than 10 years. Levine and Rosenbaum’ re- 
ported the ultimate prognosis of a series of pa- 
tients recovering from an initial attack of acute 
myocardial infarction. One hundred and one 


for February, 1958 


patients were followed to death, 25 per cent dy- 
ing within the first vear, 50 per cent within 
two years, and 75 per cent within five years. 
The remainder lived five to 12 years. However, 
271 patients were still living at the time of the 
last followup but the authors predicted from 
previous experience that if the living patients 
were followed until final outcome, the average 
survival period would not have been lengthened. 
Katz, Mills and Cisneros® reported on survival 
after recent myocardial infarction and stated 
that one-fourth would be dead at the end of two 
months, one-half at the end of a year, two-thirds 
at the end of three years, and four-fifths at the 
end of five years. The actual mortality rate of 
the 272 surviving the first two months was 8.1 
per cent for the remainder of the first six months, 
8.4 per cent the second six months, 5.5 per cent 
the second year, and 28 per cent for the first 
four years. Sigler’ reported 1,208 patients with 
coronary thrombosis having a 23.5 per cent mor- 
tality rate in the period from two months to five 
years. Smith® reported the length of life after 
myocardial infarction in 100 patients. The im- 
mediate mortality was 15 per cent; 10 per cent 
died between the second and twelfth month, 4 
per cent between the first and second year, and 
9 per cent between the second and third year. 
The mortality rate of those dying between two 
months and four years was 25 per cent. Weiss® 
in a 10 year study of the prognosis of 211 cases 
of acute myocardial infarction living more than 
two months reported 8 per cent mortality the 
first year, 8 per cent the second year, and 15.6 
per cent for the third and fourth years (total 
mortality rate from two months to four years 
of 31.6 per cent). 

The mortality rates in reported groups of 
patients recovering from acute coronary throm- 
bosis and receiving long term anticoagulants 
seem significantly lower than in those reported 
above who did not receive such treatment. 


Suzman, Ruskin, and Goldberg’ reported 
mortality rates of 7.3 per cent in a group of 
82 patients receiving long term anticoagulant 
therapy for three to 76 months, compared to 33 
per cent in a group of 88 controls. They con- 
cluded that in patients in whom the presenting 
attack was the first and mild, and who had 
received short term anticoagulant therapy, the 
outlook was favorable in respect to subsequent 
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TABLE 3 
MORTALITY RATES FOR FOUR YEAR PERIOD 
‘Time elapsed No Anticoagulant Therapy Anticoagulant Therapy 
after acute B.W. K.M.C. S, W. K.D.S. .M.B.K. 
attack Simple Recurrent 
Infarct Infarcts 
3-12-months 18.5 10.5 10 8 42 8.0 10.6 
-2 ved 5 7 - 
1-2 years 10.5 39 4 8 1.4 0 WG 
2-3 years 10.5 9 28 2 1.5 
3-4 years 6.0 6.0* 2 15.6* 0 ? 0 
Total 
+ years 45.5 28 25 31.6 8.4 12.0 13.6 ; 
CH. 
*Includes third and fourth years K.D.S.—Keyes, Drake, Smith — 
B.W.—Bland and White C.M.B.K.—Cannady, Moe, Buser, Kusewitt [ 
K.M.C.—Katz, Mills, Cisneros 
S.—Smith cal 
W.—Weiss : 
in 1 
7] 
infarction, cardiac failure, and death irrespective — tacks of myocardial infarction is a practical and ' ; 
: ; ’ an 
of whether or not anticoagulant therapy was safe procedure in private ambulatory patients, ‘hi 
° . . > : ° . » ils 
continued indefinitely. However, in severe cases provided the patients are carefully observed and ae 
= a wr Bice . : ee ae ‘ ° p os . 2 KY 
with previous infarction the mortality rate in prothrombin time determinations are done at Chi 
the treated group was only 14.3 per cent com- — yegular intervals. The hazards of serious hemor- shen 
— to oa cent in the control group. rhagic complications are not great. The majority 5 Vy 
eyes, Drake, and Smith? presented evidence . . . . . : : 
ian, ake, and mith presented evidence oF patients do not object to the inconvenience o fine 
of the value of long term anticoagulant therapy ad 1: lke : i 
‘ ° a ; . P Ne @ S ¢ } ( i | 
regular examinations and frequent prothrombi: the 
in myocardial infarction. In a group of patients |. nnaee ee lo ; 
: : rage time determinations. Statistical studies suggest STO 
having had single infarcts (186 not treated and Aad ; vie” reat 
; , ‘ that long term anticoagulan lerapy lollowie nat 
71 treated) the rate of death of the controls : ~~ P ; : 
= ‘eePOVerY rae » . re 2 a acks rt sur 
was three times greater than the treated group. recovery from one or more acute attacks ot ; 
In those having recurrent infarcts before start- myocardiai infarction decreases the incidence ot! 
ing long term anticoagulant therapy (48 con-  "ecurrences and lengthens life expectancy. sid 
: ‘ aa a i REFERENCES mo 
trols and 50 treate d) the mortality rate was 1, Nichol, E. S.; Phillips, W. C.; and Jenkins. V. E.: Anti- in: 
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Current Trends 


in the Management of Adenocarcinoma 


of the Endometrium 


CHARLEs P, McCartney, M.D., CHicaco 


HE anatomic extent of the malignancy and 

the method of therapy are the critical clini- 
cal factors mediating survival in adenocarcinoma 
in the body of the uterus. 

Tables 1 and 2 illustrate the relative impor- 
tance of these factors in determining survival in 
this neoplasm. During the period of 1935-1955, 
225 cases of corpus carcinoma were treated at the 
Chicago Lying-in Hospital. A total of 185 of 
these cases are eligible for the determination of 
+ year survival rates. The malignancy was con- 
fined to the body of the uterus in 77.6% of 
these patients. The 5 year survival rate in this 
group was 72.5%. In the 22% where the malig- 
nancy had extended beyond the uterus the 5 year 
survival rate was 2.6%. Of the total 5 vear sur- 
vivals, 98.5% occurred in the first group. Hence, 
the anatomic extent of the malignancy is the 
most important single factor mediating survival 
in this neoplasm. 

If the anatomic extent of the malignancy is 
favorable, this neoplasm can be managed with 
varying degrees of success by surgery, irradiation 
therapy by or, a combination of these two meth- 


Odls.1°&-12-15,17,22,24.25. Jn this specific group 
of cases surgery, emploved either alone or in 


combination with radium therapy resulted in an 
859% 5 year survival rate. Irradiation therapy, 
when it was employed as the sole method of ther- 
apy, resulted in a 45% 5 vear survival rate. In 
those instances where the malignancy had ex- 
tended beyond the uterus, irradiation therapy 
was totally ineffective in our hands while sur- 
gery afforded a means for salvaging 12.5% of 
these patients. Hence. surgery is the critical 

Presented before the 117th Annual Meeting, Illinois 
State Medical Society, Chicago, May 21, 1957. 

From the Department of Obstetrics and Gynecology 
of the University of Chicago and the Chicago Lying- 
in Hospital. 
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TABLE 1 
METHOD OF TREATMENT, EXTENT OF 
MALIGNANCY AND 5 YR. SURVIVAL 





ie a 
5 YEAR SURVIVAL—PERCENT 




















Confined Spread 
to Beyond Total 

Corpus Corpus 
Bee ects 85 12.5 72.2 
Radium & X-Ray ... 45 0 26.2 

TABLE 2 

EXTENT OF MALIGNANCY 
~ 225 Cases Confined Spread 
to beyond 
Corpus Corpus 
Per cent of all Cases: 2.0.0.3. wee 77.6 22.4 
Five Year Survival Rate Per cent . 72.5 2.64 
Per cent of all Five Year Survivals 98.5 1.50 





therapeutic factor mediating survival in this ma- 
lignancy and must be emploved in the planned 
therapy of this neoplasm if maximum 5 year sur- 
vival rates are to be achieved. 

The definitive treatment of corpus carcinoma 
should be planned. Numerous studies have dem- 
onstrated that a preconceived therapeutic plan 
is essential for the achievement of a maximum 5 
vear survival rate. 1-5-5.19.22,23,25 

Planned therapy is based upon a histologic 
diagnosis of malignancy, upon an estimation of 
the extent and localization of the lesion and 
upon the determination of the size and consist- 
encyv of the uterus. This is accomplished by a 
bimanual pelvic examination and by the frac- 
tional curettement of the. uterus. There is no 
satisfactory proof that cervical dilatation accom- 
plished by means of hollow, open-end dilators is 
a significant factor in the dissemination of uter- 
ine malignancy. On the other hand, there is 
abundant evidence that the omission of curret- 
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tage in the presence of abnormal uterine bleed- 
ing results in inadequate therapy. 

A complete hysterectomy and bilateral sal- 
pingo-oophorectomy has constituted the basic 
method of therapy for endometrial carci- 
noma.?:*:4:5:22.24-25  'T'o prevent vaginal vault 
implants, and intra-abdominal dissemination, 
the cervix is customarily occluded prior to lapar- 
otomy, and the cornual ends of the tubes are 
blocked before the uterus is manipulated. To re- 
duce the incidence of vaginal vault metastasis in 
this malignancy it is common practice to excise a 
2 cm. portion the the vagina. 

In recent years, this basic surgical approach 
has been expanded to include a Wertheim proce- 
dure and a pelvic lymphadectomy when local ex- 
tension or extrauterine spread is evident.?**1* 
*2,25 This concept of adequate surgery in the 
presence of corpus carcinoma does not rep- 
resent the maximum surgical effort which can 
be employed in the treatment of this malignancy. 
This approach is based upon the classic view 
which holds that the majority of those neo- 
plasms which are grossly limited to the fundus 
of the uterus are of low biological malignancy. 
Consequently, they metastasize relatively late 
in the course of the disease. When metastases do 
occur, it is the contention that they spread main- 
ly along the lvmphatics accompanying the ovar- 
ian veins, with the result that the ovaries and 
periaortic nodes are primarily involved. It is 
thought that spread to the parametrium and 
pelvic lymph nodes is late and is usually pro- 
ceeded by extrapelvic metastases. Hence, the re- 
moval of these tissues can have little influence 
upon survival rate in endometrial carcinoma of 
limited anatomic extent and is advisable only 
when the myometrium is extensively invaded, 
the malignancy has extended to the isthmus or 
endocervix, or when gross pelvic metastases are 
evident. 

In recent vears, data has been presented 
which is at variance with this concept of metas- 
tatic corpus carcinoma*®?®7516, Some observers 
have found that the incidence of lymph node 
metastases in operable corpus carcinoma was 
4 to 6 times greater than the 5% incidence 
which has been thought to obtain in this malig- 
nancy and that when the pelvic lymph nodes 
were involved, extrapelvic metastases were rela- 
tively infrequent. It has been suggested, there- 
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TABLE 3 
EXTENSIVE SURGERY—FIFTEEN CASES 
12% OF SERIES 








Pelvic Lymph Node Metastases .............. 6.7% 
No Pelvic Lymph Node Metastases .:........ 92.3 
Myometrium Extensively Involved ........ 53:2 
Gross; Ovarian’ Metastases ©... )....5¢0%...5. 20.0 
Inguinal Node Metastases ................ 6.7 
PaTaMeiAl “NMIGIAStASES: osc, <.s)es os css eccccne 6.7 
Endocervical Inve occ: cise cies selene o's 6.7 
PSPETSES  RPOIVOD 25.0 oe de sihie'c a dleisiersis-e oSiciaia's 6.7 
Operative Mortality Pul. Embolus ........... 6.7 
Eligible: Hive Wear Survival «3:.4..3.:12. 054 <2: 46.0 
RAW NR EUAN cscs, a: 5 feet ista si aiess opaiera dines aa 14.0 
PUAECS POAT PG AIMAE ho. 5 oinleiscs tech o0yoi'sinipidcalesniniote 45.0 





fore, that a Wertheim procedure and a pelvic 
lymphadenectomy be employed as the basic meth- 
od of therapy in the treatment of this malig- 
nancy. These observations have not been sub- 
stantiated by other contemporary workers and 
are contradicted by the high survival rates which 
have resulted from the employment of a simple 
complete hysterectomy for the treatment of 
fundal carcinoma of limited anatomic extent. 
3,4,15,22,24,25° 

Current data indicate that the survival rates 
in endometrial carcinoma have not been in- 
creased significantly by extensive surgical pro- 
cedures.?**:11822,23 Tn addition, the routine em- 
ployment of a Wertheim procedure with its rela- 
tive high morbidity and mortality rates, is ob- 
viously impractical because of the high inci- 
dence of poor surgical risks inherent in the age 
group in which the majority of endometrial car- 
cinomas occur. These latter views are substan- 
tiated by our experience with a limited number 
of patients in whom extensive surgery was done 
on a selective basis. (Table 3) The incidence of 
pelvic lymph node metastases in this group 
was 6.7%. The 5 year survival rate was 14%, 
and the 3 vear salvage rate was 459%. This ex- 
tensive surgery resulted in a 6.7% operative 
mortality rate which was approximately 12 times 
greater than the mortality rate which we have 
had with a simple complete hysterectomy. Al- 
though this surgery was carried out on a se- 
lective basis because of intrauterine extension 
or because of extra-uterine spread, it was of 
apparent value in only 2 of the 15 patients in 
which it was employed. Of these two patients, 
one died as the result of a pulmonary embolus, 

Available data therefore justify the continua- 
tion of the current practice of employing a simple 
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complete hysterectomy as the basic method of 
therapy for the treatment of fundal carcinoma 
of limited anatomic extent. 

The pre-operative use of intracavitary radium 
affords a means for increasing the survival 
rate in fundal carcinoma,'*:4%11:151922,25 The 
advisability of employing this combined method 
of therapy in every operable case of this malig- 
nancy, is controversial. However, in those in- 
stances where the uterus is significantly en- 
larged, abnormally soft, or where a fungating 
tumor mass is present, 5 year survival rates 
have been increased by this therapy.?*??;?> In 
our experience a modification of Heyman’s 
packing technique has given superior results’ 
7, With this technique, the uterus is filled with 
multiple small sources of radium and from 5,000 
to 6,000 mg. hours of radium are administered. 
External irradiation is not employed and a 
laparotomy is done approximately 4 weeks after 
the completion of the radium therapy. 

In our series, the combined method of therapy 
in the group of patients in whom the malig- 
nancy is limited to the fundus has resulted 
in an 84% 5 year survival rate. This is in con- 
trast to an 86% 5 year survival rate which was 
present in a similar group of patients when 
surgery alone was employed. Hence, we have 
been unable to demonstrate the superiority of 
the combined method of therapy over surgery 
alone, although current data leave little doubt 
that the combined method of therapy has in- 
creased the survival rate in selected groups of 
patients.1:7*)75 

When irradiation must be employed as the 
sole method of therapy in the treatment of 
this malignancy, the best results are obtained 
through the combined use of intracavitary ra- 
dium and external irradiation.'s%15:1%?-22,23,24 

A small but significant number of individuals 
in this medically inoperable group must be 
denied external radiation because of its previous 
use for benign conditions or because of obesity. 
In treating these patients we found that the ac- 
cepted dose of intracavitary radium failed to 
eliminate the malignancy in every instance. 


There were local recurrences of the malignancy 
within one to three years and further treatment 
consisted of paliative radium therapy. As a re- 
sult, it was decided to recurette all future pa- 
tients in this group at three month intervals and 
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to administer supplemental amounts of radium 
until the curetting presented no histologic evi- 
dence of neoplasia or until the patient had re- 
ceived the maximum dose of intracavitary ra- 
dium which we thought she could tolerate. Dur- 
ing the last 12 years we have treated 15 patients 
in this manner employing two or three supple- 
mental applications of intracavitary radium 
with a total dosage of from 8,000 to 9,000 mg. 
hours. No major irradiation damage has oc- 
curred as a result of this therapy. Seventy-two 
percent of these patients are eligible for the 
determination of 5 vear survival rates. Their ab- 
solute 5 year survival rate is 72% and the sur- 
vival corrected for those who died of disease un- 
related to their malignancy is 78%.° 

The 10 to 12% incidence of vaginal vault re- 
currences which follow hysterectomy has a signif- 
icant influence upon mortality in operable cor- 
pus carcinoma. These recurrences result from 
lymphatic spread or from the spill of cancer 
cells at the time of surgery. The fact that the 
prophylactic post-operative use of intravaginal 
radium has reduced this incidence of vaginal 
vault recurrence to 2 to 3% represents an im- 
portant practical advance in the treatment of 
this malignancy”’*. It is our practice to ad- 
minister 2,500 mg. hours of radium by means 
of a vaginal plaque containing 55 mg. of radium 
on the 10th post-operative day. There has been 
no irradiation injury and no evidence of re- 
occurence in those patients who have received 
this prophylactic therapy.® 


SUMMARY 

Available data indicate that the anatomic 
extent of the malignancy, rather than the 
magnitude of the surgery, is the critical factor 
mediating survival in adenocarcinoma of the 
uterus, and that the inability to perform a 
simple hysterectomy and a bilateral salpingo- 
oophorectomy because of medical contraindica- 
tions to surgery, rather than the failure to do 
a routine radical procedure is the major factor 
influencing the overall survival rate in corpus 
carcinoma of limited anatomic extent. Hence, 
the policy of performing extensive surgery only 
on a selective basis is justified. 

Pre-operative radium therapy affords a means 
for increasing the survival rate in this malig- 
nancy, and the prophylactic post-operative use 
of intravaginal radium constitutes a significant, 
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current, practical advance in the treatment of 
this malignancy. 


Our experience with a limited number of 


cases of medically inoperable endometrial car- 
cinoma of favorable anatomic extent suggests 
that the 5 year survival rate can be significantly 
increased in this specific group of patients by 
the administration of supplemental! amounts of 
intracavitary radium when periodic recurret- 
tement demonstrates the presence of continued 
neoplastic activity. 

5841 Maryland Ave. 
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Headache Mechanisms 


ApRIAN M. OstTFELbD, M.D., AssistANT PROFESSOR OF PREVENTIVE MEDI- 
CINE, UNIVERSITY OF ILLINOIS, COLLEGE OF MEDICINE. 


Dr. Robert Adolph: I would like to introduce 
Dr. Adrian Ostfeld, Assistant Professor of Pre- 
ventive Medicine at the University of Illinois 
who has worked for three years in the laborato- 
ries and clinics of Dr. Harold Wolff at the Cor- 
nell-New York Hospital Medical Center. Dr. 
Ostfeld will discuss the pathogenesis of head- 
aches. Headache is perhaps the most common 
complaint of patients; billions of aspirin tablets 
are consumed and untold absenteeism occurs 
each year because of headache. It would seem 
that to have a rational approach to treatment we 
should understand the mechanisms involved. 

Dr. Adrian Ostfeld: It is estimated that 80 to 
85 per cent of the population have had headaches 
at one time or another. About 10 per cent of the 
American people have headaches which cause 
them to consult a physician. In dealing with 
such a common disorder, it seems appropriate 
to attempt a kind of travelogue of headache 
mechanisms. 

About 95 per cent of all headaches are caused 
by changes in function and/or structure of ex- 
tracranial tissues; the remaining 5 per cent by 
disease or dysfunction of intracranial structures. 
Let us consider the less frequently encountered 
intracranial headaches first. 

In patients about to undergo intracranial sur- 
gery, various portions of the brain and surround- 
ing structures were electrically stimulated while 
the patients were still conscious. Their responses 
were recorded. If pain occurred, the intensity. 
quality, and site of referral were noted utilizing 
this technique. Five groups of pain sensitive 
structures were found inside the head : 

1. The middle meningeal artery and its trib- 

utaries, 

2. The arteries of the circle of Willis and 

several centimeters of their tributaries in each 

direction. 

3. The pia and dura at the base of the brain. 

4. The great venous sinuses and their 
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branches for the first few millimeters of their 

course. 

5. Those sensory nerves whose course lies par- 

tially intracranially, i.e., the V, IX, X cranial 

nerves and the cervical nerves. 

All headache of intracranial origin is caused 
by traction on, or displacement, dilatation, or 
inflammation of one or more of these five 
groups of intracranial structures. 

For example, the headache of brain tumor orig- 
inates in those structures which the tumor dis- 
places. Increased intracranial pressure alone will 
not produce headache. If saline is injected rapid- 
ly intrathecally so as to raise C.S.F. pressure, 
headache does not occur. Headache is as common 
in brain tumor patients without increased C. S. 
F, pressure as it is in those with such an in- 
crease, 

The pathogenesis of headache in fever has 
been studied. Typhoid vaccine was injected in- 
travenously into five subjects, and the amplitude 
of pulsation of intracranial vessels recorded by 
means of an air conducting system. When head- 
ache occurred, it predictably became manifest in 
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association with an increased amplitude of pulsa- 
tion of the intracranial vessels. Fever headache is 
therefore presumably induced by dilatation and 
distention of pain sensitive intracranial arteries. 


The headache induced by intravenous injec- 
tion of histamine is of similar origin. This agent, 
when injected intravenously causes a fall in sys- 
tolic and diastolic pressure, increased C.S.F. 
pressure, and increased amplitude of pulsation of 
intracranial blood vessels. An intense throbbing 
headache of short duration is produced. The pain 
is felt all over the head. Moreover, it is elimi- 
nated by raising the C.S.F. pressure. One might 
conjecture that the increased C.S.F. pressure 
tends to give greater support to the blood vessels 
and thus reduces the dilatation and distention. 


It can be shown that the pain induced by his- 
tamine is not caused by a direct pharmacological 
action of the drug. If histamine is infused in- 
travenously, pain occurs not during the infusion 
but only after it has been discontinued. His- 
tamine lowers blood pressure by causing vaso- 
dilatation. When the infusion is stopped, the 
blood pressure returns to normal, distending the 
walls of the flaccid intracranial vessels and in- 
creasing the amplitude of their pulsations, thus 
initiating headache. 


The headache induced by histamine has been 
compared and sometimes confused with migraine 
headache. The former is a very severe throbbing 
headache, lasting only a few minutes, and felt 
all over the head. Migraine is unilateral at its 
onset, of variable intensity, and commonly lasts 
hours to days. Histamine headache is intimately 
linked with dilatation of intracranial vessels; 
migraine usually with dilatation of extracranial 
vessels. 


Intravenous diphenhydramine (Benadryl®) 
blocks the effects of histamine on blood pressure 
and therefore the headache as well. Local pre- 
treatment with tripellenamine, an antihistamin- 
ic, prevents the conjunctival inflammation pre- 
dictably caused by histamine. Two patients were 
seen while they were having scotomata and 
acutely anticipating a migraine headache attack. 
Large doses of diphenhydramine were given in- 
travenously and both eyes flooded with tripellen- 
amine. Headache then occurred in its usual site 
with the expected intensity and bulbar conjunc- 
tival vasodilatation. This observation is one of 
the reasons why we think that histamine either 
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circulating or in tissues plays little or no part 
in the pathogenesis of migraine headache. 


Many articles have appeared relating migraine 
headache to food allergy. Positive skin tests to 
certain foodstuffs were the basis of the diagno- 
sis. Chocolate, egg, milk, corn, and wheat were 
the allergens most frequently implicated. Elimi- 
nation of these foods from the diet was said to 
have reduced the frequency and intensity of 
migraine attacks. 


We decided to test a group of patients with 
migraine whose headaches were said te be caused 
by food allergy. They were hospitalized and a 
Levine tube passed into the stomach. The open 
end of these tubes was pinned behind them so 
that the patients could not see what was being 
put into the tube. At various times allegedly 
offending foodstuffs as well as “innocent” sub- 
stances were injected through the tube into the 
stomach. There was no predictable relationship 
between the type of food given to these patients 
and the occurrence of headache. When the pa- 
tients knew that they were eating the food which 
they expected to cause headache, however, such 
headache did indeed occur in about 40 per cent 
of cases. It is clear that through neural mecha- 
nisms, migraine may at certain times be induced 
by the expectation of its occurrence. 


A well controlled Scandinavian study showed 
that children experienced headaches about 20 per 
cent as often as adults. Yet the gastrointestinal 
tract of the very young is more permeable to 
food allergens. Mary Loveless found that head- 
aches following allergen overdosage in desen- 
sitization procedures did not resemble migraine. 
There was the same incidence of allergen over- 
dose headache in patients with and without a 
migraine history. Kallos did find that certain 
headaches could be eliminated in a few individ- 
uals by avoidance of specific foodstuffs. These 
headaches, however, were associated with asth- 
matic attacks and bilateral nasal congestion, 
thus differing from migraine. 


I am taking some time discussing the rela- 
tionship between migraine and allergy because so 
much has been written and said on this subject. 
Our opinion may be summarized as follows: 
more than 90 per cent of all migraine headaches 
are not related to the ingestion or inhalation of 
any offending agent, and therefore skin testing 
and elimination diets are not indicated. In a 
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very small percentage of cases, such allergens 
may be implicated but there are usually symp- 
toms such as bilateral rhinitis or asthma accom- 
panying the headache so that the differentiation 
is not difficult. 


The local tissue changes in migraine have also 
interested us. An increased sensitivity to painful 
stimulation in those scalp areas where the head- 
ache is experienced, is a predictable finding. 
Such alterations in pain sensitivity are manifest 
as tender areas in the scalp or pain on combing 
the hair or putting on a hat, and often outlast 
the headache itself by hours or days. Edema com- 
monly occurs in the tender areas. We have noted 
hematomata on 23 occasions at such sites. The 
small vessels of the bulbar conjunctivae share in 
the vasodilatation of migraine. There are dilated 
arterioles, venules, chemosis, and an increase in 
the number of patient capillaries in the eye on 
the side of headache. 


The local tissue changes occur in addition to 
the large artery dilatation in the migraine head- 
ache attack. We have done a number of experi- 
ments to try to understand their mechanism. 
Our current hypothesis is that local nerves re- 
lease a chemical agent which has the capacity to 
induce arteriolar and venular dilatation, and to 
lower deep pain thresholds in the scalp. The 
arteriolar dilatation leads to increased capillary 
permeability and therefore to local edema. ‘The 
increased permeability may also underlie the 
hemorrhagic manifestations described earlier. If 
a compound could be found which would bloek 
the effects of this locally released chemical 
agent, even more effective treatment for mi- 
graine would be available. 

The most common type of headache, one ex- 
perienced by nearly all persons, is the muscle 
contraction headache. This is a low intensity, 
commonly bilateral, non-throbbing headache 
which is most frequent in the neck, upper back, 
shoulders, or forehead. Prolonged reading, 
frowning, ill-fitting glasses, psychological ten- 
sion and many other factors may lead reflexly 
to an increased tonus of the skeletal muscles of 
the head and neck. Electromyographic studies 
have shown such heightened tone. The contrac- 
tion alone is probably not painful, but there is 
also a relative ischemia of the musculature be- 
cause of local vasoconstriction. The combination 
of actively contracting muscle and reduced blood 
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supply probably initiate the pain of this kind of 
headache. Vasoconstrictor agents which alleviate 
migraine, may acutally worsen this headache. 
Simple combinations of salicylates and sedatives 
are more helpful. 

There is much more that should be said but 
we must now move to the question period. 

Doctor George A. Saxton, Associate Professor 
of Preventive Medicine: Have any measurements 
of cerebral blood flow been done in patients with 
migraine ? 

Doctor Ostfeld: Not to my knowledge. It is 
difficult to set up such experiments in headache 
patients since headaches do not occur at predict- 
able times. 

Doctor Adolph Rostenberg, Jr., Professor of 
Dermatology: Has serctonin been implicated in 
the production of headache? 


Doctor Ostfeld: Serotonin may be responsible 
for the lowered pain threshhold noted in the area 
of migraine headache. If one places a patient in 
a hot tub to produce vasodilation and then in- 
jects serotonin periarterially about the temporal 
artery, a migraine-like headache can be pro- 
duced. 

Doctor John Frenster, Resident in Medicine: 
Does migraine produce headache anywhere else 
but in the head ? 

Doctor Ostfeld: Migraine produces pain in 
the head and neck. There is probably no such 
thing as abdominal migraine. 

Doctor Ford K. Hick, Professor of Medicine: 
What is the mechanism of post-traumatic head- 
ache ? 

Doctor Ostfeld: The headache following trau- 
ma is commonly related to chronic muscle 
contraction. If electromyographic studies are 
done on the appropriate groups, it can be shown 
that these muscles are actively contracting. 


Doctor Saxton: Would you comment on the 
therapy of headaches. 


Doctor Ostfeld: Mild migraine attacks can be 
fairly adequately treated with aspirin, caffeine 
and sedative combinations. Parenteral ergota- 
mine tartrate is about 75 per cent effective in 
more severe attacks. If you wait too long before 
instituting therapy, however, ergotamine will be 
ineffective. In doses adequate to ameliorate the 
headache, ergotamine will produce nausea in 
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one-third of the cases, The most important 
prophylaxis is to work with the life situation ot 
the patient. 

[| would like to say a few words about the so- 
called migraine personality, The person who is 
susceptible to migraine headaches is supposed to 
he perfectionistie, meticulous, and hard driving. 
While many persons subject to migraine attacks 
fit this picture. many others do not. Neverthe- 
less, migraine can be said to be a cranial vascular 
consequence of a certain way of lite. Heredity is 
also certainly involved. Migraine attacks corre- 
late better with behavioral patterns than with 
personality types. The heavier the psvchological 
investment of the migraine susceptible individ- 


Why medicine? 

Why does the little boy who wanted to become 
an engine-driver at six and a space-man at 
twelve end up as a medical student at eighteen ¢ 
“Why should anyone.” W. B. Bean ruefully 
wonders, “wish to enter a career to which the ap- 
proaches are difficult. the apprenticeship full 
of trouble, the work long and hard, and the 
goals distant at a time when science is at 
the upper end of the seesaw and respect for 
medicine at the bottom?” There are of course 
an infinity of superficial reasons. Ax in all of 
life’s major decisions, emulation plays a_ part 
— whether our heroes are real or illusory, or 
whether we set out to emulate their goodness, 
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al in a certain job, the more likely he is to have 


a migraine attack after the job is done, An in- 
tense effort at the wrong pace or in the wrong di- 
rection underlies many headaches. The physician 
may be able to point this out to his patient. 

Doctor Hans Grieble, Instructor in Medicine: 
Can you diagnose migraine by the response of 
headache to ergotamine ? 

Doctor Ostfeld: T believe that four condition- 
are necessary before a diagnosis of migraine can 
be made: 1. a family history of such attacks, 
2. anorexia, nausea, or vomiting during the head- 
ache, 3. unilateral origin of the pain, 4. a favor- 


able response to vasoconstrictor drugs. 


their wisdom, or their worldly success, Some 
follow in their father’s and grandfathers’ foot- 
steps because they feel that this is their fore- 
ordained path: or because it seems the most 
sensible thing to do: or because they cannot 
think of anything else. Others make their choice 
as an escape from parental pressure: to them 
even medicine may seem preferable to the Law, 
the church, the army, or the family business. 
There are those who seek adventure, and those 
who seek security. To some extent we all drift. 
And somewhere, somehow chance always takes 
a hand. But deeper than such personal motives, 
Bean detects greater forces at work. They are 
altruism, curiosity, and a search for power. Why 
Medicine? Lancet. Aug. 31, 1957. 
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Clinically Malignant Lesions 
of the Nose and Paranasal Sinuses 


ArTHUR L. Ratko, M.D., CHicaco 


I 'T’ HAS become increasingly apparent that cer- 
tain lesions in this area, while not possessing 

the usually accepted criteria of a malignant tu- 

mor, may lead to a fatal termination due to: 

1. Their expansile type of growth, with sub- 
sequent destruction of vital structures in the 
near vicinity. 

2. Either recurrent or sudden massive hem- 
orrhage. 

3. Failure to diagnose and treat them ade- 
quately. . 

It is the purpose of this paper to present 
the salient features of several of these lesions, in- 
cluding histological and radiological aspects, and 
suggest an adequate and a rational means of 
managing them. 

NASOPHARYNGEAL ANGIOFIBROMA 

This lesion is characteristically seen in the pre- 
pubertal males but may persist and _ present 
symptoms into the third and fourth decades. 
The usual symptoms are those of: 

1. Slowly progressive, usually unilateral nasal 
obstruction with rhinorrhea. 

2. Intermittent moderate to severe nasal hem- 
orrhage. 

3. Gradual onset of pain and deformity as 
the lesion grows. 

4, Late signs of intracranial extension, such 
as papilledema, cranial nerve palsies, etc. 

Physical examination may disclose a lesion oc- 
cupying the naso-pharynx or one so extensive as 
to fill the naso-pharynx and nasal cavity, expand 
the cheek, or produce exophthalmos. Radiologi- 
cally, one may see only a soft tissue mass of the 
posterior wall or varied and widespread destruc- 
tion of the base of the skull and sinus cavities. 
The lesion may rarely be a pale mass resembling 
a polyp, but more usually has a smooth, very vas- 
cular surface and bleeds with the slightest trau- 
ma. A biopsy is absolutely essential to diagnose 
the lesion, but should never be done as an office 
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procedure. General anesthesia with adequate 
facilities for control of hemorrhage are manda- 
tory. The smaller lesions occasionally may be 
adequately treated by single or multiple inser- 
tion of radon seeds. However, the large lesions 
are best removed surgically thru a lateral rhin- 
otomy approach followed by radon seed implan- 
tation. A few of these lesions regress spontane- 
ously with the onset of puberty. However, the 
use of androgens has not proved to be as useful 
as it was hoped. 
INVERTING PAPILLOMA 
This lesion is particularly treacherous, since 
its gross appearance is often that of our ques- 
tionable friend, the common nasal polyp. There 
are several gross forms ranging from a mul- 
berry-like plaque to generalized papillomatous 
alteration of the nasal mucus membrane. The 
polypoid form cannot be distinguished grossly 
from the ordinary polyp. This lesion is seen most 
commonly in males in the third to sixth dec- 
ades, is practically always unilateral and there 
is frequently a history of repeated polypec- 
tomies. Later in the course, hemorrhage is a 
frequent complaint, as well as deformity and 
pain as the lesion expands and destroys. A bi- 
opsy is absolutely essential to establish the diag- 
nosis. A tip-off as to the possibility that this 
lesion is present, is unusually brisk bleeding 
during a polypectomy. Radiologically, there may 
be few findings, such as, clouding of the ethmoid 
or maxillary sinuses ranging to widespread de- 
struction of the bony structures. Wide excision of 
the entire tumor-bearing area followed by intra- 
cavitary irradiation is the treatment of choice. 
Careful follow-up is absolutely necessary since 
the lesion is very prone to recur even after some 
time has elapsed. 
OSSIFYING FIBROMA 
This lesion, while not as vigorous in its growth 
potential, is nevertheless of considerable signif- 
icance, since it possesses a distinct tendency to- 
ward malignant change if inadequately treated. 
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Most commonly it is seen in young children in 
the first decade, in males more frequently, and 
is characterized by a slowly progressive unilat- 
eral nasal obstruction with few or no findings 
within the nasal cavities. As it enlarges, there 
is deformity of the cheek, occasionally compres- 
sion of the orbit with exophthalmos, but rarely 
pain or bleeding. Radiologically, there is a 
marked “thinning-out” of the antral wall and 
infra-orbital plate by an apparently cystic mass 
with little or no evidence of bone destruction as 
seen in the first two lesions. A Caldwell-Luc 
procedure usually discloses a smooth, gray-pink, 
cystic mass filling the antrum which originates 
from the floor laterally near the dental roots. 
Complete removal with curettage of the bone at 
the base is usually sufficient. Again, follow-up is 
essential since recurrences not infrequently pre- 
sent the picture of a fibro-sarcoma and even 
ostrogenic sarcoma. The deformity usually dis- 
appears when treatment is successful. 
OSTEOMA 
This lesion while still less active is of great im- 
portance since it occurs more frequently than 
the previous three. It is usually seen in middle- 
aged adults with no particular sexual predilec- 
tion. There may be little in the way of symp- 
toms, frequently they are discovered incidentally 
on routine sinus X-rays. Larger lesions 
may produce unilateral deformity, particularly 
those in the frontal sinus, neuralgic pain in the 
involved area, and even headache, exophthalmos 
or meningitis with extension into the cranial 
cavity. There may be considerable proptosis with 
those of ethmoid origin. Rarely we may see a pa- 
tient with a frontal lobe abscess which upon in- 
vestigation proves to be secondary to the erosion 
caused by this lesion in the frontal sinus. Radio- 
logically, a smooth, moderate to extremely dense, 
circumscribed lesion is seen with some necrosis 
in the immediately surrounding bone. Surgical 
removal of the lesion with a moderate amount 
of surrounding bone is usually adequate. Occa- 
sionally, there may be a mucocele secondary to 
the obstruction of sinus drainage which must 
also be removed. 
CHONDROMA 
Fortunately, this tumor is seen only rarely. 
There are usually no symptoms until it has 
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reached considerable size and produces pain or 
a sense of “pressure”, usually in the maxillary 
sinuses. As the lateral nasal wall is encroached 
upon, unilateral nasal obstruction and occasion- 
ally intermittent, spotty hemorrhage occurs. 
Those occurring in the nasopharynx frequently 
have, as their presenting symptom, cranial nerve 
paralysis due to intra-cranial extension. The 
lesion grossly is smooth, pale, quite firm and 
does not bleed on contact. With extensive lesions 
there is considerable bone destruction which 
differentiates them from an ossifying fibroma 
radiologically. Wide surgical excision is the only 
useful modality in therapy, since radiation has 
practically no effect. Even so, there is a marked 
tendency to recur and usually there is a fatal 


termination. 
THERAPY 


As has been previously mentioned, surgical 
resection is the only effective means of control- 
ling these lesions. Only in the first two described 
has radiation any effect and that only by use of 
contact radium therapy or radon seed implanta- 
tion. A lateral rhinotomy or Weber-Ferguson 
approach is necessary in cases where there is ex- 
tensive naso-sinal involvement. It offers the ad- 
vantage of wide exposure and enables one to have 
access to control the severe hemorrhage which 
may ensue during surgery. If resection of the 
hard palate is necessary, the defect is readily 
closed by a dental prosthesis. With careful tech- 
nique, there is a barely discernible scar exter- 
nally. Although metastases are not seen, the great 
tendency to recur, particularly with inadequate 
removal, makes frequent follow-up visits essen- 
tial. 

SUMMARY 

A brief account of the more commonly seen 
benign tumors of the nose and paranasal sinus- 
es has been presented. These lesions are of partic- 
ular significance since, because of their de- 
structive nature, proximity to vital structures, 
and marked tendency to recur, failure to diag- 
nose and treat them adequately, often leads 
to a fatal termination. A biopsy is essential to 
the diagnosis and surgery is the only effective 
means of eradicating them in most cases. Ade- 
quate follow-up is essential to detect and treat 
recurrences if they are to be controlled. 

30 North Michigan Avenue 
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CASE REPORTS 








Spontaneous Perforation 


of the Common Hepatic Duct 


Leo E. BraunsTEIN, M.D., AaNp Dionisio Y. WEE, M.D.* 


HE authors recently had the opportunity to 
operate on a patient with a preoperative di- 
agnosis of acute gall bladder disease. Upon 
entering the abdominal cavity an unusual situ- 
ation was encountered: spontaneous perforation 
of the common hepatic duct or that portion of 
the extrahepatic biliary system commencing at 
the confluence of the right and left hepatic ducts 
and terminating at the origin of the cystic duct. 
This clinical entity seems to be extremely rare. 
Since 1945 only five references,'*:**° involving 
seven cases of spontaneous perforation of hepatic 
ducts, have been found in the medical literature. 
One case was due to severe distention accompa- 
nying complete obstruction of the common duct 
by carcinoma of the Ampula of Vater ; therefore, 
we feel that this case should be eliminated from 
our present discussion. 

On February 5, 1957, Miss J.M., age 64, well 
developed and well nourished white female, with 
palsy of recent origin, was admitted to the hos- 
pital with a clinical picture of acute gall bladder 
disease. The chief complaints were severe pain 
in the right upper quadrant with nausea and 
vomiting of less than 24 hours’ duration. Minor 
episodes of nausea had been present on a few 
occasions in the morning for the past few days. 





From the Department of Surgery, Illinois Masonic 
Hospital, Chicago, Illinois. 
*Resident in surgery. 
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During this latest episode, pain radiated to the 
right shoulder and around the right costal arch. 
Vomiting had been persistent during the past 
few hours. She had been in relatively good health 
for many years except during the past year, 
when she had been treated for arterial hyper- 
tension (180/90) and about eight months ago 
developed right-sided palsy. The temperature on 
admission was 100.4 orally, pulse 90, respira- 
tions 20, and blood pressure 180/90. Laboratory 
examinations on admission consisted of hema- 
tocrit of 51 per cent, hemoglobin 61.1 grams, 
WBC 20,000 with 92 per cent polymorphs. 
Urinalysis was negative. 

Physical examination revealed a rigid abdo- 
men with extreme tenderness in the region of 
the gall bladder. No masses could be identified. 
Feeling that we had an acute surgical emergency 
we operated upon the patient, under general 
anesthesia, which was induced with intravenous 
Pentothal® and continued with cyclopropane 
and ether, with endotracheal intubation. The ab- 
dominal cavity was entered through a high right 
rectus incision. Immediately upon entering the 
abdominal cavity about 250-300 cc. of bile- 
stained clear transudate was encountered and 
aspirated. 

The gall bladder was normal in size but acute- 
ly inflamed, presenting edema, tension, and fi- 
brinous exudate on its surface. The cystic duct 
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was small and cordlike. Not having found any 
area on the gall bladder or cystic duct where the 
bile could have come from, we searched and dis- 
covered the source on the common hepatic duct 
about 3 em. from the origin of the cystic duct. 
At this point the common duct was swollen with 
subserosal hemorrhage and a slow leak of bile. 
No stones could be palpated in the hepatic or 
common ducts. There was no distention at any 
portion of the extrahepatic biliary system which, 
if present, could have contributed to perfora- 
tion of the duct as found. Hence, we assumed 
that this was spontaneous perforation of the 
common hepatic duct secondary to inflammation. 

The gall bladder was removed by retrograde 
dissection and a drain placed in the gall bladder 
fossa, and delivered through a small incision 
lateral to the operative wound. A liver biopsy 
was done. The wound was closed with catgut in 
the deep tissues and black silk in the skin. Dur- 
ing the postoperative course, the patient main- 
tained a temperature between 99.6 and 100 until 
the fifth postoperative day, when it became nor- 
mal and remained so. Bile continued to drain 
uninterruptedly. On the 12th day it was con- 


Fifty per cent reactions 

In a recent report on a series of 49 patients 
with rheumatoid arthritis treated with predni- 
sone during the past three years, major side 
effects occurred in 23 patients, or nearly 50 per 
cent. The most serious of these reactions con- 
sisted of peptic ulcer in 12 patients (24 per 
cent) and compression fractures in nine patients. 
Other complications of prednisone therapy in- 
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sidered safe to remove the drain. Bile drained for 
another two days and then subsided. Both 
wounds healed neatly. 

The pathological report was chronic cholecys- 
titis with cholelithiasis and no evidence of pre- 
operative bile leakage. The microscopic exami- 
nation of the liver was reported as normal. At 
this date the patient was apparently entirely 
recovered from the abdominal condition. 

SUMMARY 

A case of spontaneous perforation of the com- 
mon hepatic duct with surgery and complete 
recovery is reported. The literature on this sub- 


ject has been reviewed. 
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cluded polyarteritis nodosa, fulminating infec- 
tions, psychosis, and diabetes. Of the total 49 
patients, eight patients died during the three- 
year period. Five of these deaths could be attrib- 
uted to therapy with prednisone. 

Although prednisone is an effective and potent 
anti-inflammatory agent, it can be seen that due 
to its serious, at times fatal, side effects, it must 
be used with caution. Editorial. J.M.A. Alabama, 
Nov. 1957. 
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Renal Complications 
with Diabetes Mellitus 


(Kimmelstiel-Wilson’s Disease) 





Epwin F. Hirscn, M.D., Cuicaco 


ENAL arteriosclerosis in diabetes, according 

to Bell, occurs in more than 75% of diabetic 
patients over 50 years of age and is five times 
more frequent and is much more severe in dia- 
betics than in controls. Besides the fatty plaques 
in the lining of the intrinsic branches of the 
renal artery there are subintimal hyaline de- 
posits of the afferent and efferent arterioles of 
the glomeruli, and capillary nodular and diffuse 
hyaline fibrous thickenings of the glomerular 
tufts. The nodular thickenings of the glomeruli 
are almost pathognomonic of diabetes. Obstruc- 
tion of the glomerular circulation by the fibrous 
thickenings of the blood vessels restricts the 
blood supply to other portions of the kidney and 
results in destruction of parenchymal tissues. 

The vascular changes of the kidneys in the 
diabetic are associated clinically with edema, al- 
buminuria and hypertension, a symptom-com- 
plex designated as the nephrotic syndrome. Bell 
believes that the hyaline thickenings in the glo- 
meruli are derived from tissues in the capillary 
walls and that the changes are related with 
arteriolosclerosis of the kidneys. 

A white female aged 42 years, a known dia- 
betic for 15 years, entered St. Luke’s Hospital 
on February 9, 1954 in the care of Doctor A. W. 





From the Henry Baird Favill Laboratory of St. 
Luke’s Hospital Chicago, Illinots. 
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Smith. Her diabetes had been poorly controlled. 
She had had chills and fever with pyuria and 
hematuria in April, 1948. A year later her sys- 
tolic blood pressure was 170 mms. Hg. and the 
non-protein nitrogen of the blood was 150 mgms. 
percent. In November 1953 the heart was found 
to be enlarged and had a grade II systolic mur- 
mur at the base. The sugar of the blood fluc- 
tuated between 56 and 285 mgms. percent; her 
retinas had the changes of a diabetic. 

The patient was semi comatose when admitted 
to the hospital; her temperature was 100.2°F., 
pulse was 106 and respirations were 22 per 
minute. The blood pressure was 210/80 mms. 
Hg. and her lower extremities were edematous. 
The blood had 3,000,000 erythrocytes and 
14,600 leukocytes (57% neutrophil) per cubic 
mm. and 8.1 gms. percent hemoglobin. The 
sedimentation rate of the blood was 122 mms. 
in one hour. The non-protein nitrogen of the 
blood was 104 mgms., the creatinine 7.4 mgms. 
and the sugar 106 mgms. percent; the alkali 
reserve was 36.2 volumes percent. The total 
serum protein was 6.77 gms. percent of which 
2.89 was albumin and 3.88- globulin. The urine 
had a pH of 5.5 and contained 300 mgms. per- 
cent albumin. Her condition remained critical 
and she died on the third day after admission. 

The essentials of the anatomic diagnosis of 
the necropsy are: 
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Atrophy of the pancreas (diabetes mellitus) ; 

Marked nephrosclerosis of the kidneys— 

uremia ; 

Necrosis of the papillae of the right kidney ; 

Hypostatic hyperemia, edema and _ broncho- 

pneumonia of the lungs ; 

Marked fatty and fibrous plaques of the lin- 

ing of the aorta and of its main branches; 

Hypertrophy of the myocardium of the left 

ventricle of the heart; 

Anasarea ; 

Chronic passive hyperemia of the liver and 

spleen ; 

Kte. 

The body of this adult white female had a 
generalized edema, the peritoneum and both 
pleural spaces with appreciable amounts of a 
clear limpid yellow fluid. The heart with 5 cm. 
of aorta and pulmonary artery weighed 430 gms. 





Figure 2. Photograph illustrating the granular sub- 
capsular surface of the left kidney. 
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Figure 1. Photograph 
illustrating the atrophic 
tissues of the pancreas. 


(Figure 4) The valves had no noteworthy 
changes, but the myocardium of the left ventri- 
cle was markedly hypertrophied. The lining of 
the aorta had marked fatty and fibrous plaques. 
The edematous hyperemic and emphysematous 
right lung weighed 650 gms., the left 500 gms. 

The right kidney weighing 130 gms. was 
10.5 by 5.5 by 3.5 em. The capsule was firmly 
adherent to a granular surface. The gray red 
cortex was 7 mms. wide and the height of the 
corresponding pyramid was 13 mms. (Figure 3). 
The columns of Bertini ranged to 8 mms. in 
width. The cortical and medullary markings 
were indistinct, the kidney tissues were elastic 
and fibrous. The tip of the renal papillae had 
soft gray regions of necroses as large as 1 cm, in 
diam. The lining of the renal pelvis and ureter 
was gray. The small and intermediate branches 
of the renal artery had thick yellow walls and a 
small lumen. The left kidney weighing 140 
gms. was 10.0 by 5.8 by 4.0 cm. (Figure 2). 
It was similar to the right but did not have 
the necrosis of the renal papillae. The branches 
of the renal artery had walls thickened focally 
by bright yellow lipid deposits. The left renal 
pelvis and ureter had no significant changes. 

The histologic preparations of the kidneys 
(Figure 6) had retracted scars along the cap- 
sule edge. Most of the glomeruli were hyalinized 
and shrunken; some had a few capillary loops 
with similar hyaline thickenings. The tubules 
had a dilated lumen, and flattened lining cells. 
The branches of the renal artery had fibrous 
thickened walls. 

The tan atrophic and _ fibrous pancreas 
weighed only 50 gms. (Figure 1). The pan- 
creatic duct had a smooth lining and a patent 
channel which opened in a common ampulla 
with the bile duct. Histologically there was a 
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Figure 3. Photograph 
illustrating the paren- 
chymal tissues and the 
necrosis of the papillae 
of the right kidney. 





marked fibrous tissue replacement of the basic 
parenchymal tissues (Figure 5). The acini were 
small and only a few islets remained, some hy- 
pertrophied. 
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Figure 4. Photograph 
illustrating the hyper- 
trophy of the wall of 
the left ventricle of the 
heart. 


The lungs were hyperemic and had a slight 
bronchopneumonia. 


COMMENT 
The descriptive details and the illustrations 
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Figure 5. Photomicro- 
graph illustrating an 
hypertrophied islet in 
the pancreas. 








Figure 6. Photomicro- 
graph illustrating the 
glomerulosclerosis and 
scars of the kidney 
parenchyma. 
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EDITORIALS 





Is your journal worthwhile? 


There are 7,000 medical periodicals of which 
3,000 are said to be worthwhile. These journals 
are published in all parts of the globe, including 
600 in Russian. 

Is the Illinois Medical Journal among the 
worthwhile publications? Your editors are aware 
that we have a captive readership and in this re- 
spect, cannot rely entirely upon our fine circula- 
tion. We must, therefore, ask ourselves — for 
whom is the Illinois Medical Journal worth- 
while? We hope the journal is rewarding to its 
readers. Our membership is made up of special- 
ists and general practitioners with a variety of 
interests. Not every scientific article meets the 
needs and demands of the entire membership. 
This objection is met by including a variety of 
subjects covering all fields of medicine, as well 
as topics on medicolegal problems, government 
medicine, administration, history, education, and 
economics. 

Our readers are highly educated and compe- 
tent physicians and our material must be of high 
caliber to attract their attention. The potential 
source of information for this journal is tremen- 
dous. Chicago has five medical schools plus the 
headquarters for many of our national medical 
organizations. These resources have never been 
tapped. 

We are striving constantly for originality rath- 
er than rehashing old material. It is here that 
our members can help. Many of our physicians 
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want articles on the therapy and management of 
the patient, with less emphasis on the philosophi- 
cal aspects of a disease. No one has ever been 
criticized for being practical. A baker’s dozen of 


excerpts, published in each issue — while not 
original material — bring items we can spot 


from our sister journals, 

Is the Illinois Medical Journal worthwhile to 
the advertisers? We believe so because our line- 
age continues to grow. Business men never hesi- 
tate to cancel advertising when it fails to pro- 
duce results. Our managing editor does his best 
to distribute space and to maintain a suitable ra- 
tio between advertising and editorial matter. 

Is the Illinois Medical Journal worthwhile to 
its parent organization? We feel that it is be- 
cause it records the activities of the state society 
for the archives and reports meetings and com- 
ing events. Our News of the State, although not 
complete, is striving for better coverage. Our 
Public Relations department is devoted to sug- 
gestions for improvement at the grass roots level. 
The same can be said for the Woman’s Auxiliary 
and The Month in Washington. In our edito- 
rials we strive to encourage leadership. 

Is the Illinois Medical Journal worthwhile for 
the editors? We do not own the journal; we are 
paid employees. The journal is not published to 
enhance or publicize our names or to increase our 
standing in the profession and community. 
There is personal satisfaction in doing a job well, 
and we hope we are living up to expectations. 
Any publication must be dynamic to remain 
alive; it must grow with the times. 
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Influenza during pregnancy 


There were 12 deaths from influenza among 
pregnant Illinois women during the last quarter 
of 1957. All deaths were investigated by the 
Committee on Maternal Welfare. Many of these 
patients did not appear ill until a few hours 
prior to death. 

The Committee had the following recommen- 
dations to make: 

1. All pregnant women should be given poly- 
valent influenza vaccine. 

2. The Committee endorses the recommenda- 
tion along this line of the Illinois Department of 
Public Health released Nov. 1, 1957 and sent to 
all hospitals. This is available on request by writ- 
ing to Springfield. 

3. When respiratory infections develop in 
these women insist on bed rest and careful ob- 
servation. 

4. A postmortem cesarean section should be 
considered whenever a viable fetus is present in 
a fatal case. 

5. The current type of flu does not respond to 
antibiotics suggesting that a virus is the underly- 
ing cause. 

6. The indiscriminate use of antibiotics is not 
advised because a virulent staphylococcus of- 
ten is isolated in these cases. 

7. Sensitivity tests are advised in order to ad- 
minister appropriate remedies. 

8. Aseptic precautions should be followed to 
prevent contamination of patients and_ babies 
with infectious materials. 

Frederick H. Falls, M.D. 


Chairman 
Committee on Maternal Welfare 
< > 


New source of medical students 


There is a definite place-in medical education 
for the two-year school. The graduates from 
these institutions become the junior transfers of 
the four-year medical school. They replace the 
300 to 400 students who drop out during the 
freshman and sophomore years but the number 
of graduates of the two-year schools do not mect 
the needs of the four-year schools. 

The creation of more two-year medical schools 
will help solve the problem and help overcome 
the shortage of medical students and physicians. 
Universities such as Brown, Princeton, 
New Mexico, and Montana could add a two- 
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year course at very little cost to the school. Their 
present faculties can teach human anatomy, 
microbiology, physiology, and other basic sci- 
ences with minor changes in curriculums. The 
Classes need not exceed 35 students to supply a 
much needed group of junior transfers. 

< > 


Understanding the press 


Excerpts of a speech by Robert Fuoss, exeeu- 
tive editor, Saturday Evening Post, to members 
of the American Pharmaceutical Manufacturers 
Association appearing in F-D-C Reports Dee. 
16: 

“We (the press) daily accept censorship from 
doctors that we would not — and do not — 
accept from the President of the United States. 
In my opinion, there is more secrecy in the prac- 
tice of medicine than in the design of the Van- 
guard missile and much less reason for it. 

“And yet, these doctors are the same people 
who asked the press to protect them from the 
dangers of socialized medicine. The marvel is 
that we did it. I can’t name an editor who either 
is, or was, in favor of socialized medicine. I 
can’t name a newspaper, magazine, or radio sta- 
tion that supported socialized medicine. If there 
is a need to prove that the press is not vindictive 
and is responsible, here it is. 

“T ask you (the drug manufacturers) to listen 
to this beef because you and the doctors are in- 
divisible, and you and the press are destined to 
see a lot more of each other, too. No power on 
earth can keep medicine out of the press. I ask 
your help in the promotion of a better under- 
standing between doctor and journalist. 

“T know you give generously to medical educa- 
tion; I know you spend millions on medical re- 
search. It would seem only simple good sense for 
you to consider making a modest investment in 
the journalism education of some youngster who, 
one day, just might have to write the big story 
about you.” < > 





A simple solution 


Social changes occur when people become dis- 
satisfied with the care they receive. If the physi- 
cian doesn’t. give good service, no amount of 
publicity will change the patient’s negative atti- 
tudes toward the medical profession. 

Most physicians practice good medicine and 
are honest and fair with their patients. They are 
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not arrogant nor demanding. When are we going 
to eliminate the few rotten apples in the barrel ? 
We should be more discriminating in our mem- 
bership and offer it to those who agree to live up 
to our code of ethies. Our public relations suffers 
so long as we fail to clean house and send the 
dirty linen elsewhere. 


< > 


The medical interviewer 


Louis Shattuck Baer, M.D.* of Burlingame, 
Cal., has used, with success, the services of a 
person to interview patients whose symptoms 
are recognized as psychosomatic in origin and 
then to assemble a pertinent history. Some of 
the requirements for a good medical historian 
are that she be a happily married woman of 50 
to 70 years of age whose children are grown but 
whose husband is living. She should at one time 
have held a job outside the home, have a college 
education or its equivalent, be warm-hearted, 
understanding, patient, and well-groomed. For 
her services the physician charges only $4 
an hour. In turn, she provides the physi- 
cian with an admirably written, organized, and 
summarized account of the patient. The cost of 
this type of record averages $16 (four hours) 
as against his fee of $25 an hour. Dr. Baer finds 
after studying this report that two or three office 
calls of a half hour each are sufficient to satisfy 
the needs of the patient. The method saves the 
physician time, the patients money, and results 
in many gratifying therapeutic successes. 

The reader is referred to the original article 
for a specific interview form and further details 
of the plan. 

A similar plan is being conducted in the Chi- 
cago office of Dr. James H. Hutton. He utilizes 
the services of a psychologist. The social worker 
in large clinics and government hospitals makes 
a similar report that many physicians find useful 
in better understanding the patient. 





1Louis Shattuck Baer, M.D. The Use of a Medical Inter- 
viewer. California M. Aug. 1957. 


< > 
Thanks, “Your Doctor Keeps 
You Well.”’ . 


Thanks to the members of the Linen Supply 
Association of America who during January 
called attention to the services of the medical 
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profession by carrying truck posters on their 
more than 3,200 delivery vehicles. 

Message on the poster read: “Your Doctor 
Keeps You Well.” 

The large four-color poster, part of the Asso- 
ciation’s year around public relations program, 
was seen by millions of people in virtually every 
city and town in the United States and Canada. 

The Linen Supply Association of America, 
which has its headquarters in Chicago, is the in- 
ternational trade group for 1,188 linen and towel 
suppliers and allied firms. 


< - > 


Community honors Dr. Baldwin, 
‘“‘oeneral practitioner of year” 


Carrollton, Ill., and surrounding communities 
turned out in force December 12 to pay homage 
to Dr. Arthur K. Baldwin of Carrollton, who has 
been selected by the Illinois State Medical So- 
ciety as “General Practitioner for 1958.” 

The occasion was a dinner party sponsored 
jointly by the Greene County Medical Society 
and the Carrollton Lions Club, of which Dr. 
Baldwin was a founder and first president. The 
event was held in the Knights of Columbus Hall, 
Carrollton. 

The visiting physicians virtually represented 
a “Who’s Who” in Illinois. Among those in at- 
tendance were Dr. Lester S. Reavley of Sterling, 
president of the Illinois State Medical Society ; 
Dr. H. Close Hesseltine of Chicago, chairman 
of the Society’s Council; Dr. F. Garm Norbury 
of Jacksonville, past president; Dr. Harold M. 
Camp of Monmouth, secretary, and Dr. J. 
Mather Pfeiffenberger of Alton, past president. 

Dr. Norbury was toastmaster at the dinner, 
which was presided over by Mr. Richard Mc- 
Lane, president of the Lions Club. 

The principal talk was given by Dr. Hessel- 
tine, who discussed the function of medicine, the 
various phases of a physician’s career, and his 
place in community activities. 

Dr. Camp explained how the annual selection 
of a “general practitioner for the year” is made. 
The honored physician is chosen by a secret com- 
mittee from nominations made by county medi- 
cal societies. 

The selection is made on the basis of long, 
outstanding service to patients; a personal rec- 
ord without blemish, and the devotion of con- 
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siderable time to community affairs and to medi- 
cal society activities. 

Dr. Baldwin expressed gratitude for the honor 
paid him. He also expressed his appreciation to 
Dr. Paul A. Dailey, first vice president of the 
Society, and Dr. A. D. Wilson, both of Carroll- 
ton, who he said had an important part in pre- 
senting his name before the State Society. 

Although he had been informed that his name 
has been submitted, Dr. Baldwin said he never- 
theless was surprised when the announcement 
was made. Formal presentation of the award 
will be made at the annual meeting of the So- 
ciety in Chicago in May. 

Sharing the limelight with Dr. Baldwin were 
members of his family—Mrs. Baldwin, who had 
served overseas as a nurse in World War I, and 
three sons, Charles and Dr. James Baldwin, an 
orthodontist of Indianapolis, and Kirby Bald- 
win of St. Louis. 

The Alton Evening Telegraph, commenting 
editorially on the honor paid to Dr. Baldwin, 
said : 

“In days of extreme specialization among 
large city doctors, it is good for the world and 
for the medical profession to turn the spotlight 
for a moment on the type of medical prac- 
tice which Dr. Baldwin represents.” 


< > 


Polio rate down; vaccine plentiful 


A recent report given by Dr. Roland R. Cross, 
Director of the State Department of Public 
Health, bears out some of the statistics released 
recently by the United States Public Health 
Service at the national level. 

Dr. Cross stated that only 320 cases of polio 
were reported in Illinois during 1957 compared 
with 1,865 in 1956. The prevalence rate last year 
was 3.3 per 100,000 population compared with 
19.9 in 1956. Both the number of cases and the 
rate in 1957 were the lowest of any year since 
1939. 

The relatively high prevalence of polio in each 
year since 1948 and the dramatic decline in 1957 
makes it reasonable to believe that vaccination 
was an important factor in the improvement. 
The decline, moreover, was nationwide. Careful 
studies of all case reports by the U.S. Public 
Health Service indicate also that vaccination 
helped prevent the disease. 


72 


Polio vaccine is plentiful now, but the demand 
for it has fallen off to nearly nothing. 
On the other hand, now is the best time for in- 
oculation in order to protect susceptible people 
against possible exposure next summer. 

The Illinois Department of Public Health has 
on hand a stock of about 200,000 doses. This is 
available, on request, to any physician in the 
state. The department does not have the money 
to maintain an adequate supply of polio vaccine 
for unlimited distribution after the present stock 
is exhausted. 

On a nationwide basis, the Metropolitan In- 
formation Service reports there were about 6,000 
cases of poliomyelitis in the United States dur- 
ing 1957. This compares with more than 15,000 
cases reported in 1956, about 29,000 in 1955, and 
with nearly 58,000 in 1952. The low level of cases 
in 1957 resulted partly from the wide use of the 
Salk vaccine. It now seems that ultimate eradica- 
tion of poliomyelitis is a distinct possibility. 


< > 


Medicine on postage stamps 


Recent issues of postage stamps of interest. to 
medical philatelists include the following: 

Australia—A 7d stamp honors the Royal Fly- 
ing Doctor Service, whose field covers 2 million 
square miles. A caduceus casts the shadow of a 
plane over a map of Australia. 

Belgium—A 30f stamp commemorates the 
50th anniversary of two schools of nursing, 
L’Institute Edith Cavell-Marie Depage and 
L’Ecole D’Infirmieres Saint Camille, and shows 
a surgical operation. 

Canal Zone—A 3c stamp commemorates the 
75th anniversary of Gorgas Hospital at Ancon 
and pictures the hospital. 

Cuba—A four-value tuberculosis series shows 
a seated woman holding a child. 

Finland—Three stamps commemorate the 
80th anniversary of the Finnish Red Cross. 

France—Six stamps with a surtax were issued 
for the benefit of the Red Cross. Destitution 
which accompanied the Seven Years War is re- 
called in two Red Cross semi-postals ; the stamps 
picture beggars. 

Germany (East Zone)—10pf and 25pf stamps 
portray Jean Henri Dunant, founder of the In- 
ternational Red Cross. 

Germany (West Berlin)—-A semipostal with a 
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surtax for the benefit of mothers’ convalescence 
homes shows a portrait of Elly Heuss, deceased 
wife of Bundes President Heuss. 

Hungary—L. Zamenhof (1859-1917), Rus- 
sian oculist and linguist who invented Esperanto, 
was honored by two stamps, 60f and 1ft, on the 
40th anniversary of his death. 

India—A 15np stamp pictures Jean Henri 
Dunant, founder of the International Red Cross. 

Iraq—The silver jubilee of the Red Crescent 
Society (equivalent to Red Cross) was observed 
with an overprint of the Arab Postal Congress 
stamp of 1956. 

Italian Somaliland—Four stamps, with sur- 
charges for the 1957 antituberculosis campaign, 
show a Somali nurse holding a baby. 

Liberia—A set of six stamps commemorates 
the founding last year of the Antoinette Tubman 
Child Welfare Foundation for parentless chil- 
dren. A 15e¢ airmail shows a nurse inoculating a 
boy. 

Netherlands—A five-value set was issued for 
the benefit of the Red Cross. 

New Zealand—Water safety is the theme of 
the 1957 health stamps and miniature sheets. 

Poland—aA Iz value in the Polish “Physicians” 
series portrays Dr. Beiganski. 

Russia—A 40k stamp pictures Dr. William 
Harvey, British physician who discovered the 
circulation of blood. 

Switzerland—Has supplied the World Health 
Organization at Geneva with its own series of 
six stamps. They picture the wand of Aescula- 
pius superimposed on the UN symbol. 

‘Turkey—Three stamps with symbolic designs 
boost the blood bank program of the Red Cres- 
cent, Moslem equivalent of the Red Cross. Two 
65k stamps commemorate the 250th anniversary 
of the birth of Benjamin Franklin. 


< > 


Our Hawaiian holiday 
to be colorful affair 


A colorful trip to the Hawaiian Islands has 
been planned in connection with the annual 
meeting of the American Medical Association in 
San Francisco in June. The journey will be 
sponsored by the Illinois State Medical Society 
for the benefit of its members and their families, 
but other physicians and their families are being 
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View of Waikiki beach with famed Diamond Head 
in the background, and the luxurious Royal Ha- 
waiian hotel in the foreground. 


invited to join the group. 

The party will leave by air from San Fran- 
cisco the last night of the annual meeting, June 
26, arriving in Honolulu the following morning. 
The members will be greeted in true Hawaiian 
style, and then driven to the magnificent Royal 
Hawaiian Hotel, known the world over for its 
romantic setting, superb accommodations, excel- 
lent meals and exceptional service. 

The next week will be a continuous round of 
pleasures and sightseeing. The program will in- 
clude a drive to Punchbowl Crater, the national 
cemetery of the Pacific; a trip to the summit of 
Mt. Tantolus; a tour of Pearl Harbor for a view 
of Battleship Row; a drive to historic Hickam 
Field; a luau or native feast at the beautiful 
Queen’s Surf, and a tour of other Hawaiian Is- 
lands. Several days will be left open to enjoy the 
white sands of Waikiki Beach and the lazy lux- 
ury of a tropical paradise. 

For physicians who wish to learn something 
about medicine in the Islands there will be a 
Hawaiian Summer Medical Conference in Hono- 
lulu, July 1-3. 

Participants in the tour will have the option 
of returning to the mainland by air or on the 
luxurious air-conditioned S. 8. Lurine, leaving 
July 5. Those taking the boat will be treated to 
five days of additional enjoyment. 

The trip can be made for as little as $533. 
A descriptive brochure, with complete informa- 
tion, may be had by writing to Mr. W. M. Mo- 
loney, vice-president of the Harvey T. Mason 
Travel Company, Inc., Professional Building, 
“Qld Orchard,” Skokie, Illinois. 
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MEDICAL ECONOMICS q- 


Medicare Administration in Illinois 


FREDERICK W. SLoBE, M.D., CuH1caco 


UBLIC Law 569, on which the Medicare pro- 

gram is based, has been in effect since De- 
cember 7, 1956. During the initial stages of such 
a program some confusion is inevitable. It is 
hoped that this article will eliminate some of 
the misunderstanding. This discussion is based 
on the Illinois experience in the light of the 
present contract between the Illinois State Medi- 
cal Society and the Office for Dependents’ Medi- 
cal Care in Washington. Contracts with the De- 
fense Department will be renegotiated periodi- 
cally, thus affording opportunity for the Society 
to effect certain changes. 


Role of the Fiscal Administrator 
Illinois Medical Service, as the fiscal agent, 


merely administers the program which, under 
the requirements, must be administered on a 
nonprofit basis. It has no responsibility for the 
establishment of policy which is based on Public 
Law 569 and the Joint Directive. The Joint Di- 
rective and Joint Regulations were prepared by a 
Task Force of which the American Medical As- 
sociation was a member. Finally, the basis for 
payment is the contract made between the 
Illinois State Medical Society and the Defense 
Department. 

There are certain instances when the fiscal 
agent must refer matters to Washington when 
they refer to payments which require specific 
authorization. Except for instances of this kind, 
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the Medical Review Committee of the State So- 
ciety makes decisions in problem areas. 
Voluntary Participation in the Program 
Participation by both physician and patient 
in the Medicare program is entirely voluntary. 
Once the physician accepts such a patient, how- 
ever, he is bound by stipulations of Public Law 
569 and cannot make an additional charge for 
authorized services. It appears that the patient, 
likewise, may elect not to come under the pro- 
gram, in which event the physician has no lia- 
bility in making a report since neither he nor 
the patient expects Medicare to make payment. 
Furthermore, patients may choose between mili- 
tary and civilian facilities. If the latter are 
chosen, the regulations applicable to such care 
govern. Many do not realize that the serv- 
ices authorized in the two facilities are not the 
same. 
Basis of Medicare Payments 
_ In Illinois there is no published fee schedule 
nor do payments vary with the schedules 
existent in various counties. In accordance with 
the agreement made between the Illinois State 
Medical Society and the Office for Dependents’ 
Medical Care in Washington, the physician is 
assumed to make his usual charges, bearing in 
mind the income status of the dependent. In 
this connection, it is of interest to note that 
80% of the personnel in the armed forces have 
an annual income of not over $4200.00. 
In lieu of a published fee schedule, the 
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fiscal administrator, in making payments, is 
limited by certain maximums and policy regu- 
lations. If the physician checks the middle box 
of item 29 of his report form, he will receive 
the appropriate Medicare payment without any 
further correspondence. If he does not check 
this box, further correspondence is necegsary be- 
cause the physician’s acceptance of the proffered 
payment is required before payment can be 
made. 
Individual Consideration 
When a physician feels that there are unusual 
circumstances involved in his care, or that ex- 
ceptional care is rendered, it is recommended 
that he either explain this fully in the report or 
attach an explanatory letter. Or, he may also do 
this if he feels that either the Medicare offer or 
the payment made is inadequate. This will subject 
the file to further evaluation by members of the 
special committee of the Illinois State Medical 
Society. If this committee concurs, the file is sent 
to the Office for Dependents’ Medical Care in 
Washington for approval. Likewise, in instances 
where there is no available basis for deciding 
what Medicare can pay, it is required that the 
recommendations of the Medical Review Com- 
mittee be sent to Washington for their concur- 
rence. This, of course, causes some unavoidable 
delay. 


Payment in Full for Authorized Services 
The Joint Directive and Regulations stipulate 
that the Medicare payment constitutes payment 
in full for all authorized services. Thus, a physi- 
cian cannot collect any balance due from the 
patient. He can, however, collect from the pa- 
tient for services he renders which are not au- 
thorized under the Medicare program. If a phy- 
sician is in doubt as to whether a service is au- 
thorized, he can refer to the manual or make an 
appropriate inquiry. Unfortunately, there is 
some ambiguity as to the extent of the au- 
thorized services which we will attempt to clarify 
in this discussion. 
Authorized Services 
The program is primarily one for hospital in- 
patients receiving the type of care customarily 
rendered in an acute general hospital. The 
Physician’s Manual discusses this in reasonable 
detail, explaining that the care of chronic ail- 
ments, in general, and elective procedures with- 
out a medical indication, are excluded, Acute 
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emotional disorders are in a separate category 
and often require individual consideration. 

Complete obstetrical care is authorized in hos- 
pital, office, and home including prenatal and 
postpartum care, X-ray and laboratory service, 
and necessary drugs. he patient must bear the 
first $15.00 of the physician’s charges, however, 
if not hospitalized during any part of the period 
of obstetrical care. (The same applies to the care 
of injuries. ) 


Confusion often occurs because of the state- 
ment that the payment applicable toward an op- 
eration includes not only the operation and the 
preoperative and postoperative surgical caré in 
the hospital, but also the immediate preopera- 
tive care in the office or home at which time the 
decision was made as well as the usual postop- 
erative office or home care. Unfortunately, there 
is no hard and fast rule as to how long this 
postoperative office care endures. It is our under- 
standing that new regulations being drafted will 
clarify this. Ordinarily, oie might assume that 
postoperative office care following operations 
would include those visits directly attributable 
to the operation; and preoperative office care 
would include one or two office or home visits 
involving the period before hospitalization, dur- 
ing which the decision to operate was made. Pre- 
operative office care would not include a_ pro- 
longed series of office or home calls, which 
would be classed as ordinary office or home care 
and would be the responsibility of the patient. 

Surgical operations are covered only if per- 
formed on patients actually admitted to hospi- 
tals, evidenced by admission card and appropri- 
ate records. Thus outpatient care, is not covered 
either in the hospital, home, or office, except 
for injuries or obstetrical care. 


Outpatient (Hospital), Home, and Office 
Professional Care 

Since the program is primarily one for the 
care of hospital inpatients, care for other cate- 
gories is limited to certain specified services 
which are described in this section. 

It should be noted that outpatient care is not 
authorized connected with obstetrical 
care or injuries. The question often arises as to 
what constitutes a hospital “admission.” Ordi- 
narily al] admissions of 18 hours or longer qualify. 
If for a shorter period it is necessary that the 
records show a formal admission with admission 
card made out and other records applicable to 
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a complete inpatient admission. When this hap- 
pens, however, the Medicare hospital program 
becomes operative and the member pays the 
hospital the first $25.00 of hospital charges. 

1. Injuries are covered wherever treated. If 
not admitted as an inpatient during any part 
of the care, the first $15.00 of total charges 
is to be paid by the patient. 
2. Obstetrical care is covered wherever treat- 
ment is rendered as is explained in the fore- 
going. As in the care of injuries, if the pa- 
tient is not hospitalized during any part of 
the care, the first $15.00 of total charges is 
the patient’s responsibility. 

3. X-ray, laboratory, and other diagnostic 

procedures. 

(a) When associated with maternity care 
(no maximums stipulated). 

(b) Up to $75.00 when associated with 
the care of injuries when the patient 
is not hospitalized, with $15.00 of the 
total charges payable by the patient. 
That is, of the total X-ray, laboratory, 
and other professional services covered, 
the Medicare payments will be subject 
to this $15.00 deduction which the 
patient pays. 

(c) Up to $75.00 when associated with 
care prior to hospitalization in con- 
nection with operations or injuries. 

(d) Up to $50.00 when associated with 
care following hospitalization for an 
injury or operation. 

4. The office or home visit preceding hospital- 
ization is covered if a physician terminates 
his care at that time by reference to another 
physician. 

5. Two neonatal visits (including immuni- 
zations) after discharge from the hospital 
if within 60 days after birth. 


Chronic Diseases 
There is a general exclusion for the care of 
chronic diseases. Medicare considers a chronic 
disease as one which has leveled off in its prog- 
ress and normally will not be materially in- 
fluenced by hospitalization. That is, either maxi- 
mum benefit from hospitalization has already 
been attained or, if hospitalized, a long period 
of such care would be anticipated. 
Exceptions to this, however, occur in the 
form of certain acute episodes, complications, 
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and indicated surgical procedures. Individual 
consideration is available for instances of this 
kind. 

Elective Procedures 

In general, there is exclusion of coverage for 
purely elective procedures, performed at the re- 
quest of the patient without a medical or surgi- 
cal indication. Plastic operations whose sole in- 
dication is the cosmetic effect constitute a typical 
example. 

Dental Care 

Adjunctive dental care is covered for hos- 
pital inpatients if the physician and dentist 
agree that the care will have a beneficial effect 
upon the surgical or medical condition for which 
the patient is hospitalized. However, this does 
not include dentures, bridgework, restorations, 
orthodontia, or prolonged peridontal treatments. 

Thus, hospitalization for dental care per se 
is not authorized. Nor is dental care, either in- 
patient or as office care, authorized as part of 
obstetrical care. The criteria in the foregoing 
paragraph must exist. 

For certain injuries such as jaw fractures, 
however, a physician may utilize a dentist as a 
consultant and such care would be eligible both 
in the hospital or office. 

The fiscal administrator forwards all dental 
reports to the Defense Department for disposi- 
tion. 

Drugs 

Drugs are covered when necessary in con- 
nection with authorized services, provided they 
are directly administered by the doctor in his 
office, or the patient’s home. This means drugs 
either given by him or injected, or (in the in- 
stance of maternity care only) by prescription. 
Thus, drugs administered during ordinary 
office or home care are covered only if required 
in connection with maternity care, treatment 
of injuries, or in connection with immediate 
preoperative care and usual postoperative care 
of patients operated upon in the hospital. 

Ordinarily, if the office care itself is included 
in some other payment, such as the payment for 
antepartum care, the care of injuries, or pre- 
operative and postoperative office care which is 
included in the payment applicable to an opera- 
tion in a hospital, then the charges should be for 
the drugs and their administration only. 

Obstetrical Care 

The Medicare program as applied to mater- 
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nity care is complete and includes coverage for 
delivery and abortions, both in and out of the 
hospital, and antepartum and postpartum care. 
‘he payment for the delivery includes postpart- 
um care, the latter being considered to last six 
weeks. Additional payments are made applicable 
to antepartum care; therefore, the report should 
indicate the first date of such care, the date of 
the last menstrual period or the expected date 
of confinement, and the date of delivery, which- 
ever is applicable. As indicated in the fore- 
going, drugs which have a bearing on the care 
of the pregnancy are covered when administered 
or prescribed by the doctor during the ante- 
partum period. Polio inoculations are covered, 
but influenza inoculations are not. 

X-ray and laboratory services [except routine 
urinalyses] during the antepartum period are 
covered. 

Payment on the basis of a “delivery” is as- 
sumed to be applicable after the period of via- 
bility, namely 28 weeks. Before that, payment is 
made on the basis of an abortion. In doubtful 
cases, administration will be facilitated if the 
infant’s weight is given. 

Payment applicable to delivery ordinarily is 
the same, whether it involves a simple uncom- 
plicated delivery or whether forceps, episiotomy, 
or other procedures involving the vaginal ap- 
proach are used. 

If the patient is not hospitalized during any 
period of the maternity care, the patient is re- 
quired to pay the physician the first $15.00 of 
the total authorized payment. 

Newborn Care 

No additional payment to the physician who 
delivered the baby is authorized for routine care 
of the normal newborn in the hospital. How- 
ever, two subsequent visits within the first 60 
days are authorized in the doctor’s office or in 
the home, plus additional payments for immuni- 
zations during these visits. 

In hospitals where it is customary for a 
pediatrician to have the responsibility for all 
normal newborns, payment is available for the 
initial examination, plus the two office visits 
as mentioned in the foregoing. 

Obviously, if the baby is sick or is premature, 
separate payments are available for such care. 

Diagnostic X-Ray and Laboratory Service (Out- 


patient or Office) 
These are available as follows: 
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A. Up to a limit of $75.00 prior to hospitali- 
zation for surgery or injury if fer the same 
condition for which the patient is subse- 
quently hospitalized. For injury cases 
which are not hospitalized, however, the 
patient pays the doctor the first $15.00 of 
the total charges. 

Up to $50.00 following hospitalization for 

injury or surgery if for the same condition 

for which the patient was hospitalized. 

C. When associated with obstetrical care. If 
the patient is not hospitalized, the patient 
pays the doctor the first $15.00 of the total 
charges. Otherwise, Medicare pays the total 
charges. 


— 
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X-ray therapy is not authorized on an out- 
patient basis unless originally prescribed and be- 
gun during a previous hospitalization and then 
continued or carried out on an outpatient or 
office basis. 

Acute Emotional Disturbances 

Care for nervous or mental ailments is not 
authorized except in special and unusual cases. 
For coverage it is required that the emotional 
disorder be an acute emergency and that hos- 
pitalization be necessary for the life, health, and 
well-being of the patient. Under such condi- 
tions, hospitalization is authorized for a period 
not to exceed 21 days. Authorization from the 
Office for Dependents’ Medical Care is required 
for hospital stays beyond 21 days or because of 
other special circumstances. Reasons for such 
special extension may include prospects for early 
cure or remission, difficulty in arranging trans- 
fer, impossibility of establishing early diagnosis, 
and inability to locate husband. 

Anesthesia 

Anesthesia by a physician, other than the op- 
erating surgeon or obstetrician, includes inhala- 
tion, spinal, nerve block, and intravenous. Allow- 
ances are estimated on a time basis beginning 
with the induction of the anesthesia and ending 
with the termination thereof. 

Surgical Assistants 

Based on a percentage of the surgical pay- 
ment, such payments may be available in hds- 
pitals where there are no interns or residents. 
These payments are not applicable to procedures 
such as tonsillectomy, D & C, and obstetrical 


deliveries. 
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Multiple Operations 

Multiple procedures performed through the 
same incision receive payment applicable only 
to the major procedure for which the higher 
payment is available. If performed in remote op- 
erative fields with separate incisions 50 per cent 
of the usual payment for the minor procedure 
is paid additionally. There are certain exceptions 
to this, such as a D & C performed in connection 
with pelvic operations. Bilateral procedures in 
remote operative fields usually receive 50 per 
cent additional. 

Related procedures, performed on different 
dates during the same hospitalization, customar- 
ily receive an additional amount equal to 50 
per cent of what usually would be applicable for 
the minor or second procedure. This percentage 
may be exceeded if the interval is prolonged or 
under certain other conditions. 


Multiple Physicians, Including Consultants 


Medicare does not make payment to more 
than one physician for attendance during the 
same period of time during the same hospital- 
ization except when especially warranted be- 
cause of the need for supplementary skills. This 
means that ordinarily one physician is assumed 
to be in charge of the case. The physician in 
charge of the case might call in several consult- 
ants who should send in their separate reports 
and the physician in charge should sign the au- 
thorization. If the physician who admitted the 
patient performs the operation, the surgical pay- 
ment to him includes not only the pre- and 
postoperative hospital care, but the immediate 
preoperative and usual postoperative office care. 
Thus, the payment applicable to surgery ordi- 
narily includes pre- and postoperative care both 
in office and hospital. 

If, however, a physician admits a patient to 
the hospital and studies the case and refers it to 
a surgeon who operates on the 10th day, for ex- 
ample, the original physician is eligible for pay- 
ment until he refers the patient to the surgeon. 
A physician other than the. surgeon would also 
be eligible for payment in the instance of dia- 
betes or some other medical condition which re- 
quired specialized concurrent care. 


Obviously, if the surgeon is from a different 
city, all the care other than operation itself 
being rendered by the original physician, ap- 
propriate consideration can be given if both phy- 
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sicians explain the circumstances in their re- 


ports. 

Consultants are not considered to be in charge 
of the case because, in Medicare terminology, 
they would then be considered as the “charge 
physician” and not the “consultant.” If the orig- 
inal physician terminates his care when a pa- 
tient enters the hospital to be under the care of 
another physician or surgeon, he is entitled to a 
payment for the office or home call at which time 
hospitalization was decided upon. Consultations 
may be covered in the office or home if in con- 
nection with eligible services; that is, before the 
patient is admitted for operation, the care of 
injuries, or in connection with maternity care. 
This usually refers either to the examination of 
a given system or to a complete examination and 
is ordinarily not considered to be on a recurring 
basis. Thus, for example, during the antepartum 
period a cardiac consultation might be indicated. 

The term “consultant” in Medicare terminol- 
ogy does not include radiologists, pathologists, 
anesthesiologists, or surgical assistants. The 
term usually refers to surgical or medical con- 
sultants called in by the physician in charge. 


Medical Care in the Hospital (Other Than 
Surgical, Obstetrical, or the Care of Injuries) 


Payments are usually made on a per visit 
basis for care in the hospital. This usually as- 
sumes One visit per day except where the nature 
of the condition requires more frequent visits. 
No payments are authorized for such care in the 
office or home except as a consultant under 
certain conditions, as discussed in the preceding 
section. Payment beyond that which would be 
indicated on a flat per visit basis may be avail- 
able because of prolonged detention with patient 
in critical condition, or if hospital visits require 
care beyond that which is considered routine. 
For prolonged hospitalization beyond the first 
month, payment is usually considered on a per 
diem basis. As regards premature infants, pay- 
ments are customarily considered on a weekly 
basis. 

There are indications that a pending change 
in the regulations will give special cognizance 
to the initial examination after hospital admis- 
sion. 

Accordingly, explanatory data in the original 
report, or in an accompanying letter, are of 
much help in evaluating the nature of the care. 
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Emergencies 
With few exceptions, such care in the office 
or home is not covered unless in connection 
with other authorized care such as injuries, ob- 
stetrical care, and preoperative and postopera- 
tive care of patients who have been hospitalized. 
This is because the Medicare progranis primar- 
ily one of inpatient care. 


All emergencies, however, are covered if 
treated in a hospital although, in general, it is 
required that a hospital “admission” be effected, 
ordinarily a stay of 18 hours or longer, or if 
for a shorter period, evidenced by admission card 
and records. 


q€<< 


Isoniazid 

One of the most important agents used in the 
{reatment of tuberculosis is isoniazid. Shortly 
after it was introduced there were reports of 
euphoria and psychotic reactions, but it now ap- 
pears that the euphoria is directly related to 
the actual clinical improvement of the patient, 
and psychotic reactions do not occur in a dis- 
cernible cause and effect relationship with the 
drug. However, one complication of importance 
has been reported, namely a fairly typical pe- 
ripheral neuropathy. This complication evidently 
bears a relationship to the dosage of the drug 
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Payments by Patients 
When care of injuries or care of an obstetrical 
patient is rendered exclusively on an outpatient 
hasis; that is, the patient is not hospitalized at 
any time during the course of the care, the pa- 
tient must pay the first $15.00 of the total 
charge. Thus, if in such a case the available 
Medicare payment were $75.00, Medicare would 
pay $60.00 and the patient would pay $15.00. 
With these exceptions Medicare payments for 
authorized services constitute payment in full 
and the patient has no balance to pay. When the 
services are not authorized as coming under 
Medicare, the physician collects from the patient 
in the usual way. 


>>> 


employed and apparently affects adults exclu- 
sively. Symptoms are paresthesias, numbness, 
burning pain, weakness, ete., and signs include 
hypesthesia and exaggerated or absent deep ten- 
don reflexes. This neuropathy resembles the nat- 
ural and experimental neuritis which is caused 
by pyridoxine deficiency, and the concensus now 
is that isoniazid functions as an antimetabolite 
against pyridoxine. The early neuritis does in- 
deed respond to pyridoxine therapy, but if it is 
permitted to progress it tends to become perma- 
nent. Jesse D. Rising, M.D. Therapeutic Syn- 
dromes. J. Kansas M. Soc. Oct. 1957. 
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Surgeons meeting to take up 
surgical problems of G.P. 


The 11th biennial International Congress of 
the International Coliege of Surgeons will be 
held in conjunction with the 23rd annual Con- 
gress of the United States and Canadian Sec- 
tions (North American Federation) in Los 
Angeles, March 9-14. 

An innovation of the meeting will be a sur- 
gical emergencies panel to which members of 
the American Academy of General Practice are 
invited. Dr. Ross T. McIntire of Chicago, exec- 
utive director of the College and former surgeon 
general of the U.S. Navy, will be the moderator. 

Participants in the panel will be Dr. George 
F, Lull of Chicago, secretary of the AMA; Dr. 
Claude S. Beck of Cleveland, Dr. Winchell McK. 
Craig and Dr. Gershom Thompson of the Mayo 
Clinic, Rochester, Minn.; Dr. Neal Owens of 
New Orleans, and Dr. Edward L. Compere and 
Dr. Philip Thorek of Chicago. 

Scientific papers will be presented by about 
25 surgeons from 15 overseas countries and 
nearly 400 from the United States and Canada. 
There will be general assembly sessions at which 
a wide range of subjects will be taken up, in- 
cluding the impact of sputnik upon American 
medicine. Surgical specialties will be covered in 
11 sectional programs. 

Dr. Jose M. de los Reyes of Los Angeles, re- 
gent of the International College of Surgeons 
for Southern California, is chairman of the Con- 
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gress; Dr. Peter A. Rosi of Chicago, scientific 
program chairman, and Dr. J. Normal O’Neill 
of Los Angeles, general assembly chairman. 
Among the chairmen of sectional programs are 
Dr. Edward L. Compere of Chicago, orthopedic 
surgery, and Dr. Chester C. Guy of Chicago, 
surgery of trauma. 

Additional information may be had by writing 
to Dr. Ross T. McIntire, executive director, In- 
ternational College of Surgeons, 1516 Lake 
Shore Drive, Chicago 10. 

< > 


Clinics for crippled children 
listed for March 

Twenty three clinics for [llinois’ physically 
handicapped children have been scheduled for 
March by the University of Illinois, Division of 
Services for Crippled Children. The division 
will count 18 general clinics providing diag- 
nostic orthopedic, pediatric, speech and hearing 
examination along with medical, social, and 
nursing service. There will be 2 special clinics 
for children with cardiac conditions, 1 for chil- 
dren with rheumatic fever and 2 for cerebral 
palsied children. 

Clinics are held by the division in co-operation 
with local medical and health organizations, both 
public and private. Clinicians are selected among 
private physicians who are certified Board mem- 
bers. Any private physician may refer to or 
bring to a convenient clinic any child or chil- 
dren for whom he may want examination or 
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may want to receive consultative services. 
March 5 — Carmi, Carmi Township Hospital 
March 5 — Centralia, Recreation Center 
March Hinsdale, Hinsdale Sanitarium 


nad 


March 5 -——- Rock Island (Cerebral Palsy), 
Foss Home. 

March 6 — Sterling, Community» General 

March 7 — Chicago Heights Cardiac, St. 


James Hospital 

March 11 — East St. 
Hospital 

March 11 — Peoria, Children’s Hospital 

March 12 — Joliet, Will County T. B. Sanitar- 
ium 

March 13 — Sparta, Sparta Community Hos- 
pital 

March 13 — Springfield, St. John’s Hospital 

March 18 — Alton, Memorial Hospital 

March 18 — Shelbyville, Methodist Church 

March 19 — Evergreen Park, Little Company 
of Mary Hospital 

March 19 — Jacksonville, Passavant Hospital 

March 20 — Tuscola, Veterans of Foreign 
Wars Bldg. 

March 20 — Elmhurst 
Hospital of DuPage Co. 

March 20 — Rockford, St. Anthony’s Hospital 

March 25 Effngham (Rheumatic Fever), 
St. Anthony Hospital 

March 25 — Peoria, Children’s Hospital 

March 26 — Aurora, Copley Memorial Hospi- 
tal 

March 26 — Springfield 
Memorial Hospital 

March 27 — Decatur, Decatur-Macon County 
Hospital 


Louis, St. Mary’s 


(Cardiac), Memorial 





(Cerebral Palsy), 


< ., > 


Handbooks on fluoridation 

The Committee to Protect Our Children’s 
Teeth, 105 East 22nd Street, New York 10, has 
made available two handbooks to aid in com- 
munity education on water fluoridation. 

“Our Children’s Teeth” is a digest of expert 
opinions on various aspects of fluoridation and 
is designed to serve as a handy basic reference 
source. The cost is $1. “Gains and Setbacks” is 
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a digest of experiences in more than 30 com- 
munities and is designed as a guide in the plan- 
ning of a public education program. The cost is 
$1.50. 

< > 


Chicago auxiliary plans 
conference entertainment 


The Woman’s Auxiliary to the Chicago Medi- 
cal Society extends a cordial invitation to physi- 
cians’ wives to accompany their husbands to the 
Chicago Medical Society’s Clinical Conference 
in the Palmer House, Chicago, March 4-7. 

The Auxiliary will maintain a_ hospitality 
room, which will be open daily from 9 A.M. to 
4 P.M. Refreshments will be served. Tickets will 
be available for radio and television shows. 
Among other events planned are a tour of Mar- 
shall Field & Co., attendance at Don McNeil’s 
“Breakfast Club” broadcast in the Sherman 
Hotel, and luncheon and ice revue in the Conrad 
Hilton Hotel. 

Mrs. Sherman Arnold and Mrs, Joseph Cari 
are chairman and co-chairman, respectively, of 
the arrangements committee. Others assisting 
include Mrs. Richard E. Westland, entertain- 
ment chairman; Mrs. Nicholas Mennite, ways 
and means chairman; Mrs. George Turner, in 
charge of the hospitality room, and Mrs. Joseph 
Shanks, press and publicity chairman. 


«< > 
Mayo staff lectures 


Staff members of the Mayo Clinic and the 
Mayo Foundation for Medical Education and 
Research will present a three-day program of 
lectures and discussions on problems of current 
interest in general medicine and surgery, April 
14-16, in Rochester, Minn. 

Up to 21 hours of Category I credit may be 
obtained by American Academy of General Prac- 
tice members who attend. There are no fees. 
Since the number of physicians who can be ac- 
commodated is limited, those desiring to attend 
should write Mr. R. C. Roesler, Mayo Clinic, 
Rochester, Minn. 


>>> 
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Science fairs, indoctrination 

Matters of interest at the local level came out 
of the report of the Reference Committee on 
Legislation and Public Relations at the recent 
meeting of the AMA House of Delegates in 
Philadelphia. Dr. Perey E. Hopkins, Chicago, 
was chairman of the committee. 

The committee felt it was of special impor- 
tance to direct attention to the National Science 
Fair as a worthy project which merits continued 
support from state and county medical societies. 

“This activity,” the report said, “constitutes a 
form of public information and influence in an 
area where much good can be accomplished.” 

It was reported to the committee that many 
local medical societies provide monetary support 
for these teen-age activities. The committee con- 
cluded that the project is commendable and that 
continued support and encouragement should be 
given these potential scientists and _pro- 
fessional citizens of America. 

Consideration also was given to more effective 
methods of keeping the AMA membership prop- 
erly informed on all matters of interest to physi- 
cians. The committee in its report pointed out 
that it is the opinion of many that the respon- 
sibility for properly indoctrinating new members 
belongs at the local level rather than at the na- 
tional level. 

This idea was emphasized by several delegates 
who described county and state programs of in- 
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doctrination of medical students, interns, and 
new members. 


Medical education week 

An opportunity to inform the public, at the 
local level, of the ever-increasing contribution of 
medicine to American life and of the basic 
significance of medical education will arise April 
20-28 when Medical Education Week will be 
observed nationally. 

Even though there may not be a medical 
school nearby, every county medical society 
should plan for an all-out community promotion 
which can be of exceptional value both to the 
medical schools and to the profession. 

A program of magnitude requires early plan- 
ning. County society officers should contact their 
woman’s auxiliaries, local health agencies, serv- 
ice clubs, newspapers, radio and television sta- 
tions, and others for the purpose of organizing 
a co-ordinating committee. 

The general objectives should be to develop 
public understanding of the progress, aims, and 
problems of medical education with the hope of 
stimulating a more adequate financial support 
by the public. To achieve these objectives, it is 
suggested that efforts be directed toward inform- 
ing the public of the comprehensive role of the 
medical schools in education, research, and serv- 
ice. This should call attention to the contribution 
of medical schools in the education and training 
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of large numbers of individuals in allied areas 
as well as in undergraduate, graduate, and post- 
graduate fields of medicine. 

Particular attention should be focused on the 
challenges and problems confronting medical 
education in the dynamic current setting. Em- 
phasis should be centered on thesgontinuing need 
for facilities, personnel, and the financing es- 
sential to the further pursuit and application 
of medical knowledge if medicine is to continue 


Vascular accidents and 
anticoagulants 


There has been much discussion as to whether 
anticoagulant drugs should be given in cerebral 
thrombosis and embolism and in general opinion 
in this country has been against their use. One 
reason for this is that it often is hard to dis- 
tinguish cerebral thrombosis from cerebral hem- 
orrhage, and the absence of blood from the cere- 
bral spinal fluid does not absolutely exclude 
hemorrhage. Rose, in a survey of 205 fatal cases 
of cerebral hemorrhage found no blood in the 
subarachnoid spine at ‘necropsy in 10 per cent. 
Another reason for not using anticoagulants is 
the occurrence a few days after cerebral infare- 
tion of secondary cerebral hemorrhage due to 
alteration in the nutrition of an arterial wall in 
relation to the area of softening; and Rose, in 
his series of 205 cases, concluded from pathologi- 
cal examination that this has happened in 30. 
In Barham Carter’s series death was accelerated 
by anticoagulant treatment in one case—that of 
a woman of 68 in whom, on the sixth day of 
treatment, the prothrombin time suddenly rose 
to 60 seconds and, despite discontinuation of 
treatment, continued to rise. Hematuria devel- 
oped and she died in uremia, necropsy showing 
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to make maximum contributions toward full use 
of the nation’s health resources. 

A kit of promotional material — scripts, 
speeches, sample proclamations, editorials, and 
programs for civic attention — may be obtained 
from the AMA Director of Public Relations, 
535 North Dearborn Street, Chicago 10. 

Local programs will be reinforced by national 
publicity on radio and television networks, in 
magazines, and through newspaper advertising 
and publicity. 


extensive bleeding into the kidneys. After this, 
patients over age 60 were given a reduced dose 
of anticoagulant drugs. Each case was finally 
assessed three months after the occurrence of 
embolism. The patients were divided into four 
groups: recovered, improved, not improved, and 
died. By recovery was meant a return to normal 
life with full work and no or minimal disability, 
though there might be some impairment of fine 
movements of the hand. In the improved group 
were patients in whom some useful movement 
was possible at elbow and wrist. There was no 
appreciable difference in the results between the 
1952 patients who were treated by repeated 
stellate ganglion block and the 1953 group to 
whom no specific treatment was given. Results 
were very similar in the group treated by anti- 
coagulants alone and in that where anticoagu- 
lant treatment was preceded by a single stellate 
block. But on comparison of patients who had 
received anticoagulants, with or without a single 
stellate block, with those who had not had either 
of these treatments, the former were found to 
have fared better. Carter’s results show that stel- 
late ganglion block has not been of value in the 
early treatment of cerebral embolism but suggest 
that anticoagulants may be helpful. Editorial. 
Cerebral Embolism. Lancet. Oct. 19, 1957. 
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AT THE EDITOR’S DESK 





O ne per cent of the Russian population is en- 
gaged in activities related to health services. 
They have also an ambitious program of trans- 
lating scientific journals and an efficient method 
of bringing foreign research to the attention of 
the scientists and physicians. This is done, ac- 
cording to Dr. H. VanZele Hyde, through the 
Academy of Sciences in Moscow where thou- 
sands of translators, abstractors, and editors 
work on American and other foreign scientific 
journals. This explains how scientists in re- 
mote areas are able to follow four or five Ameri- 
can journals in their field. Their program puts 
ours to shame. 


Neutrapen, Schenlabs new penicillinase, is 
now on the market. The enzyme is obtained 
from cultures of B. cereus which specifically 
destroy penicillin. In a clinical trial on 140 
patients reactions to penicillin were relieved in 
92%. Itching is relieved immediately and most 
reactions are brought under control within 12 
to 96 hours. Neutrapen is administered intra- 
muscularly or intravenously*in doses of 800,000 
units. 


British physicians found that large doses of 
aspirin lowered the blood sugar in seven diabetic 
patients. Clinical symptoms were relieved com- 
pletely. They received from 15 to 25 grains of 
pure aspirin every four hours omitting the mid- 
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night dose. Side effects occurred but they were 
not serious and were easily controlled. The 
treatment does not appear to be as practical as 
insulin or Orinase. Modern research on aspirin 
is beginning to demonstrate why the drug has re- 
tained its popularity throughout the years. 


Midicel is Parke-Davis’ new sulfa compound 
that combats many gram negative and gram 
positive bacterial infections. It is most effective 
in treating infections of the urinary tract. 


Proctologists are having their problems with 
the aging population. Many oldsters have 
hemorrhoids and the question is when to treat 
and when not to treat the condition. Nigro and 
Walker of Detroit advise no treatment unless 
symptoms are present and palliative treatment 
when symptoms are minimal. They emphasize 
the need for a careful examination. Carcinoma 
of the rectum and hemorrhoids may coexit and it 
is easy to blame the latter for bleeding and other 
symptoms. The error has occurred so often that 
every physician should think of carcinoma when- 
ever a patient complains of hemorrhoids. 


Isoniazid is 80 per cent effective in the treat- 
ment of complications of childhood tuberculosis. 
A control study on 2,750 children from 33 
pediatric centers showed that complications 
developed in only five children receiving Isonia- 
zid, but in 26 of those on placebos. 
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Aristocort is Lederle’s new synthetic cortico- 
steroid. 

Ritalin Injectable was introduced by Ciba 
for use in oral surgery, respiratory depression, 
and in psychiatric treatment. It produces im- 
mediate central stimulation and is useful in 
combating lethargy and in hastening postanes- 
thetic recovery. 


Mead Johnson & Company has acquired the 
‘Bib Corporation, producers of America’s largest 
selling line of natural fruit juices especially 
prepared for infants and children. 


Medical students are finally getting a break. 
Bausch & Lomb Optical Company is coming out 
with a standard teaching microscope at school 
budget prices. They cost $117 each; $105.30 in 
lots of five. 


The Simmons Company is manufacturing a 
new orthopedic type mattress with a built-in 
bedboard. The latter is sandwiched between two 
layers of springs. 


“And would you like your coronaries rebored 
too?” In the near future many physicians may 
ask this question during the annual check-up. 
A specially designed flexible instrument contain- 
ing a curette has been designed for this purpose. 
It is passed into the coronary artery and on being 
withdrawn cleans out the narrowed lumen by 
cutting away the atheromatous plaques and 
other debris. It has been used with encouraging 
results. 

But X-rays of the coronary arteries may be 
needed before the vessels are cleaned out. This 
is possible now by utilizing highspeed X-rays. 
The contrast medium is injected into the aorta 
by retrograde catherization under pressure. The 
procedure is well tolerated, using a local anesthe- 
sia, and with no adverse effects or discomfort. 
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Contact lenses are available now in different 
shades. This allows the girl friend to change the 
color of her eyes to match the color of her cos- 
tume or mood. It may offer a hint on whether 
to proceed with caution, stop, or go. Rose colored 
lenses will be reserved for that special occasion. 
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A newly created tripod cane promises to offer 
greater stability for those recovering from a 
stroke. It has a flexible rubber socket in the base 
of the cane allowing angular action and is manu- 
factured by Creative Products, Wilmette, 
Illinois. 


The Federal government tells us that there 
are more tractors than horses on American 
farms. During World War I the farm worker 
had an average of five horsepower at his com- 
mand. Today, he has nearly 50. In colonial days, 
85 per cent of our population lived on farms in 
contrast to 13.5 per cent today. Mechanization 
permits a farmer to work many more years be- 
cause the added horsepower is easier on his 
aging muscles and coronary arteries. 


Dreams, according to Kleitman and Dement, 
last as long as dreamers have always 
claimed. They found by a new method that the 
average length of a dream is 20 minutes, with a 
range from three to 50 minutes. 


A true professional man has good human 
relations. This means that he wants to get along 
with all the people with whom he must deal in 
doing his job. These include patients, nurses, 
colleagues, administrators, technicians, detail 
men, and other medical specialists. 


Dynamic Posture is a new 24 minute teaching 
film produced and narrated by M. Beckett Ho- 
worth, M.D., clinical professor of orthopedic 
surgery, New York University Postgraduate 
Medical Center. Good dynamic posture (posture 
in action) is common to animals and often in 
children and primitive man, but is uncommon 
in adult civilized man. It relieves ten- 
sion and gives the body a feeling of lightness. 
The tendency to fatigue is reduced and accidents 
are far less common. In the film, a model demon- 
strates specific types of movement as Dr. Ho- 
worth points out the direct relationship of pos- 
ture to comfort, mechanical efficiency, and 
physiological functioning.- Distributed by the 
Association for the Aid of Crippled Children, 
this film is available for purchase at $75 per 
print (black and white, 16 mm., sound, f. o. b. 
New York) ; rental price is $4 per day, or $10 
per week. 










NEWS of the STATE 





ADAMS 

1958 Orricers. The new president of the 
Adams County Medical Society is Dr. Guy L. 
Tourney. Other newly elected officers are Drs. 
Hugh S. Espey, president elect; Charles Rich- 
ards, first vice president; Givi Gabliani, second 
vice president; Richard Cooper, secretary; and 
Harold Swanberg, treasurer. 

FouNDATION MEETING. The annual meeting 
of the Swanberg Medical Foundation of the 
Adams County Medical Society was held in the 
society’s medical library December 18. The fol- 
lowing officers were elected for 1958: Drs. War- 
ren Pearce, president; Norris Heckel, vice 
president ; Harold Swanberg, secretary-treasurer ; 
and Richard Cooper, accounting officer. 


COOK 

CENTENNIAL. A century of service will be ob- 
served early next spring when the Illinois Kye 
and Ear Infirmary, 904 W. Adams St., Chicago, 
celebrates its centennial. 

Honored. Dr.. Thomas C. Baffles, 34, of 
Skokie was named one of the four top young 
men of 1957 by the Junior Association of Com- 
merce and Industry. He was chosen because of 
his work in the surgical correction of transposi- 
tion in large blood vessels in children. 

LosPitaL News. The new 14 million dollars 
Tinley Park State Hospital at 183d St. and 
Harlem Av. was officially opened January 2. 
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The state hopes to expand the Tinley Park in- 
stitution to a 3,500 bed hospital. This expansion 
is expected to cost an additional 36 million dol- 
lars. 

HospiraL APPOINTMENTS. Heyworth N. San- 
ford, professor and head of the pediatrics de- 
partment, University of Illinois College of 
Medicine, has been elected chief of staff of Cook 
County Children’s Hospital. 

Dr. Emanuel E. Mandel has been named asso- 
ciate professor of medicine and associate director 
of medical education at Mt. Sinai Hospital. 

Dr. Warren W. Furey has been appointed 
chairman of the medical division of the Little 
Company of Mary Hospital expansion program. 
Dr. Furey, president of the Tuberculosis Insti- 
tute of Chicago and Cook County, is head of the 
hospital’s radiology department. 

HospritaL Honor Bestowep. Dr. Joseph Wel- 
feld, one of Chicago’s pioneer urologists was 
honored at a dinner December 11, in St. Mary 
of Nazareth Hospital. He has been a staff mem- 
ber of the hospital for 53 years and was founder 
of its urology and dermatology departments. 

FacuLty APPOINTMENTS. The faculty of Chi- 
cago Medical School announced the following 
appointments: Drs. Robert A. Reifman, clinical 
assistant in psychiatry ; Petras Tunkunas, clini- 
cal assistant in psychiatry; and Julius N. Bell, 
instructor in medicine. 

ELecTion To FeLtowsuHip. Dr. C. Phillip 
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Miller, professor of medicine at the University 
of Chicago, has been elected a Fellow of the New 
York Academy of Sciences. Dr. Miller, a member 
of the National Academy of Sciences and numer- 
ous other scientific societies, has conducted ex- 
tensive studies on antibiotics, particularly their 
effectiveness after excessive radiation. 

Lectures. Dr. Jay J. Jacoby, professor and 
director of anesthesia, Ohio State University, 
spoke before the Illinois Society of Anesthesiolo- 
gists, January 25, on What an Anesthesiologist 
Can Offer a General Hospital. 

Dr. George E. Moore, director of the Roswell 
Park Memorial Institute, Buffalo, N. Y., de- 
livered the third in a series of six lectures on 
the behavior and treatment of cancer at North- 
western University medical school, January 14, 
on Combined Chemotherapy and Cancer Surgery. 

The Society of Medical History of Chicago 
met January 15. Dr. Lester R. Dragstedt, chair- 
man, department of surgery, University of Chi- 
cago School of Medicine, chose for his topic 
Siamese Twins; and Alan Richardson, depart- 
ment of religion and health, University of Chi- 
cago Clinics chose Cotton Mather, Colonial 
Theologian and Physician. 

The fifth lecture in the eighth annual North 
Shore Hospital lecture series on Emotional 
Problems of Childhood was given February 5 
by Dr. Morris A. Sklansky, Chicago Institute 
for Psychoanalysis who discussed Management 
of Puberty and the Sexual Drives in Adolescence. 

The departments of physiology and_ biopsy- 
chology of the University of Chicago is sponsor- 
ing a series of topics in The Physiology and 
Biochemistry of Nerve, Brain, and Muscle which 
hegan January 13 for nine continous weeks. On 
March 3, the subject will be Some Aspects of 
the Metabolism of Nitrogenous Compounds in 
the Nervous System by H. Waelsch, professor of 
biochemistry, Columbia University, and head 
of the department of pharmacology, New York 
State Psychiatric Institute. On March 10, there 
will be Biochemical Studies of Contraction and 
Relaxation in Muscle by L. Lorand, associate 
professor of chemistry, Northwestern University. 
These lectures are Monday evenings at 7:30, 
room 133, Abbott Hall, 951 East 58th St. 


PosraRapuATE Course. The second annual 
postgraduate course in Fractures and Other 


Trauma will be given by the Chicago Committee 
s y 8 
on Trauma of the American College of Surgeons 
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April 16-19 at the John B. Murphy Memorial 
Auditorium, 40 East Erie St., Chicago. 

All phases of trauma will be discussed by out- 
standing teachers from five medical schools, and 
chiefs of services of leading hospitals in the Chi- 
cago area as well as notable guest speakers from 
other parts of the country, according to Dr. Sam 
Banks, director of the course. Among the visit- 
ing guest speakers are Drs. Walter Blount, Mil- 
waukee; H. Relton McCarroll, St. Louis; Don 
O’Donoghue, Oklahoma City; and Joseph Boyes, 
Los Angeles. Topics will include trauma of the 
hand, head, chest, abdomen, heart, knee, should- 
er; treatment of burns, athletic injuries; and 
other subjects selected in answer to a question- 
naire sent last year’s registrants. Illustrated lec- 
tures, patient demonstrations, and question and 
answer periods will be held also. 

THEOBALD SmitH Awarpb. Dr. Paul Talalay, 
34, a physician and associate professor of bio- 
chemistry at the University of Chicago, has been 
named winner of the 195% Theobald Smith 
award in medical sciences for his discovery and 
isolation of enzymes which govern the body’s 
utilization of sex hormones. He is the 13th recip- 
ient of the honor given annually for an out- 
standing contribution by an American medical 
scientist under 35. The award was presented to 
Dr. Talalay at the meeting of the American 
Association for the Advancement of Science. It 
consists of $1,000, a bronze medal, and expenses 
to the conference. Two of the enzymes discovered 
by Dr. Talalay are being used in the diagnosis 
of some types of breast and prostatic cancers 
and in the study of disorders associated with 
metabolism. 

Society Honors Dr. L. W. Sauer, The North 
Suburban Branch of the Chicago Medical So- 
ciety has prepared a panel of the citations 
awarded Dr. Louis W. Sauer, Evanston pedia- 
trician, for his contributions to medicine. In- 
cluded are citations from the Evanston Seratoma 
Club in 1955, the Medical Alumni Association 
of the University of Chicago in 1957, and the 
Royal Society of Health in 1956. 

According to the Evanston Review, Dr. Sauer 
is known worldwide for his work in developing 
and perfecting the whooping cough vaccine. The 
citations presented are on an oak panel and are 
copies of the originals. Dr. Sauer, a 1913 gradu- 
ate of Rush Medical College of the University 
of Chicago, has been in practice in Evanston 
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for more than 30 years. He is chief emeritus of 
the Evanston Hospital pediatrics department, 
associate professor emeritus of pediatrics at the 
Northwestern University Medical School. He has 
served as medical director of the Cradle Society 
and as president of the Chicago Pediatrics So- 
ciety. 

He began his whooping cough research at the 
Pasteur Institute in Brussels and the Whooping 
Cough Hospital in Vienna. In 1925 he set up his 
laboratory in a tiny frame cottage on the Evans- 
ton Hospital grounds. Later his work was housed 
in the Abbott laboratory building. Working with 
baby monkeys, he first produced the disease and 
then the vaccine. Tests began in 1931 at immu- 
nization clinics of the Evanston health depart- 
ment and at St. Vincent’s Hospital in Chicago. 
By 1940, the use of the vaccine had become wide- 
spread. International acceptance was achieved by 
1950 with extensive use in England, India, and 
China and Dr. Sauer closed his laboratory in 
June, 1953. 

APPOINTMENT. Dr. Lorne Mason, Winnetka, 
was named president of the staff of St. Francis 
Hospital, Evanston. Dr. Mason has been a mem- 
ber of the St. Francis staff since 1929 and is 
active in medical associations and in the Ameri- 
can Cancer Society. 

MemoriAL Rite ror Dr. Murpny. Cardinal 
Stritch celebrated a mass, December 21, in Holy 
Name Cathedral commemorating the 100th an- 
niversary of the birth of the late Dr. John B. 
Murphy, famed Chicago surgeon and medical 
pioneer. About 200 persons attended. Relatives 
and close friends of Dr. Murphy attended a 
luncheon later in the John B. Murphy Memorial 
Building. The mass was arranged by Dr. Mur- 
phy’s daughters, Mrs. James E. Baggot Jr., Lake 
Forest; Mrs. Edward N. Hurley, Wheaton; and 
Mrs. Andrew E. Van Esso, Washington, D. C. 
Dr. Murphy died at 59 on Aug. 16, 1916. Presi- 
dents Theodore Roosevelt and Woodrow Wilson 
paid him tribute as a pioneer in surgery. He was 
a founder of the American College of Surgeons. 


HENRY 

JANUARY MEETING. Dr. John L. Bell, Chi- 
cago, associate in surgery at Northwestern Uni- 
versity Medical School, gave a talk on the Treat- 
ment of Burns before the Henry County Medical 
Society, January 8 at Galva. 
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LA SALLE 

CuristMAS DINNER Dance. Twenty-eight 
physicians and their wives met for dinner and 
a dance at the annual Christmas meeting of the 
LaSalle County Medical Society. 


MACON 

New Orricers. Macon County Medical So- 
ciety officers for 1958 are: Drs. F. Jack Brown, 
president; James B. Waller, president elect; 
Rufus A. Snyder, treasurer, and John W. Little 
Jr., secretary. 

MemoriaL Funp. The Richard C. File Me- 
morial Fund (Decatur psychiatrist, died Aug. 
31, 1955) gave a check for over $1,000 to the 
Macon Society Health Clinic for furnishings and 
equipment in the recently expanded clinic space 
on the second floor of City Public Hospital. Mrs. 
File has continued her husband’s interest in 
mental health and psychiatric facilities. In 1956, 
she was elected to a three-year term as a director 
of the clinic board. 


RICHLAND 

Heap oF MepicaL Group. At their regular 
meeting held December 14, the Richland Me- 
morial Hospital Staff elected Dr. James W. 
Landis as chief of staff for the coming year. 
Highlight of the past year’s activities of the 
Richland County Medical Society under the able 
direction of Dr. John P. Doenges, outgoing chief 
of staff, was the Heart Conference held in June 
which attracted physicians and heart specialists 
from a wide area. 


ROCK ISLAND 

New APPOINTMENT. Dr. Martin S. Sloane, 
former assistant superintendent of the Anna 
State Hospital is now superintendent of the East 
Moline State Hospital. 


ST. CLAIR 

New Orricers. Dr. V. P. Siegel is president 
of the St. Clair County Medical Society for 
1958 and Dr. L. Tegtmeier, president elect. 
Other officers are Drs. L. Kappel, vice president ; 
J. S. Hipskind, secretary; and N. Shippey, 


treasurer. 


VERMILION 

OFFICERS FOR 1958. The following officers for 
Vermilion County Medical Society were elected: 
Drs. Fritz Koenig, president; Paul E. Hepner, 
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vice president; and L. W. ‘Tanner, secretary- 
treasurer. 


GENERAL 

ANESTHESIOLOGISTS. The following program 
was presented by the Illinois Society of Anesthe- 
siologists at the Leland Hotel, Springfield, Illi- 
nois on February 20: Practical Hints in the 
Administration of Spinal Anesthesia by James 
Felts, M.D.; Maintenance of Normal Circulation 
during Surgery and Anesthesia, Harold Harris, 
M.D.; and Practical Suggestions for the Ad- 
ministration of General Anesthesia, Herbert M. 
Epstein, M.D. 

LECTURES ARRANGED THROUGH THE ILLINOIS 
State Mepicay Society: 

ELFRIEDE Horst, member of the pediatric 
staff of St. Francis Hospital in Evanston, ad- 
dressed the North School Parent-Teacher Asso- 
ciation of Des Plaines, January 14, on “Use of 
Antibiotic Drugs and Vitamins for the Elemen- 
tary School Child.” 

RicHarp B. Capps, associate professor of 
medicine, Northwestern University Medical 
School, addressed the Stock Yards Branch of the 
Chicago Medical Society, January 17, on “Ra- 
tional Use of Liver Function Tests.” 

JosePH H. KIeFER, associate professor of sur- 
gery, University of Illinois College of Medicine, 
Stock Yards Branch of the Chicago Medical So- 
ciety, February 21, on “Diagnosis and Treat- 
ment of Urinary Tract Infections.” 

Tuomas F. KrucHek, clinical assistant in 
psychiatry, Stritch School of Medicine of Loyola 
University, United Order True Sisters—Sarah 
Greenebaum No. 16, March 4, on “Child-Parent 
Relations in the Home.” 

Paut C. Cetza, member of the pediatric staff 
of the Little Company of Mary Hospital, Emer- 
son School Parent Teacher Association, March 
4, on “Health of the School Child.” 

CLiypE J. GEIGER, associate clinical professor 
of obstetrics and gynecology, Stritch School of 
Medicine of Loyola University, Congregation 
Kesser Maariv Parent-Teacher Council, March 
5, on “The Menopause.” 

Groves B. SmituH, Superintendent of the 
Beverly Farm Home and School for Nervous 
and Backward Children, Godfrey, St. Mary’s 
Home and School Association, Canton, March 
13, on “Mental Hygiene.” 


for February, 1958 


DEATHS 

ABEL C. ANTHONY, Chicago, who graduated 
at the University of Illinois College of Medicine 
in 1931, died recently aged 57. He was a mem- 
ber of the staff of the Provident Hospital. 
Medical Journal — Galley 41A 

EMANUEL M. Arnovitz*, Granite City, who 
graduated at St. Louis University School of 
Medicine in 1924, died July 8, aged 62. 

ANDREW Dumas BEasLey, Chicago, who grad- 
uated at Meharry Medical College in Nashville 
in 1911, died in the Albert Merritt Billings Hos- 
pital, August 11, aged 72. 

CLYDE BERFIELD*, Toulon, who graduated at 
Rush Medical College in 1904, died October 18, 
aged 78, of cardiovascular disease. He was asso- 
ciated with St. Francis Hospital and Kewanee 
Public Hospital, both in Kewanee. 

ApoLPH EpwarpD Briskup, Riverside, who 
graduated at Northwestern University Medical 
School in 1922, died September 19, aged 62, of 
carcinoma of the pancreas. He was associated 
with St. Anthony de Padua Hospital in Chicago. 

CoLEMAN G. Burorp*, retired, West Palm 
Beach, formerly of Chicago, who graduated at 
Northwestern University Medical School in 
1894, died December 23, aged 85. He was a co- 
founder of the American College of Surgeons 
and a member of the staff of St. Luke’s Hospital. 

ELvEN J. BERKHEISER*, Chicago, who gradu- 
ated at Rush Medical College in 1914, died Janu- 
ary 3, aged 70. He was emeritus associate pro- 
fessor of orthopedic surgery at the University 
of Illinois. He retired 2 years ago as head of 
the department of orthopedics at the Presby- 
terian Hospital; he had also served on the ortho- 
pedic staffs of Grant and Walther Memorial 
Hospitals. 

Harriet M. DANIEL GRAvES*, retired, Mur- 
physboro, who graduated at the Hahnemann 
Medical College and Hospital in 1904, died 
November 26, aged 82. 

Harry Otts Coiiins*, Quincy, who gradu- 
ated at Keokuk (Iowa) Medical College in 1897, 
died October 10, aged 84, of cerebral hemorrhage, 
complicating a fractured hip received in a fall. 
For many years he had served as county health 
officer, also as city health officer ; he was a mem- 
her of the American Public Health Association 
and was associated with the Blessing Hospital 
and St. Mary’s Hospital, both in Quincy. 





*Indicates members of the Illinois State Medical Society. 
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FreperIcK W. MERRIFIELD*, Chicago, who 
graduated at both Northwestern University 
Medical and Dental Schools (from the Medical 
School in 1931), died January 6, aged 70. He 
was emeritus associate professor of dental sur- 
gery at Northwestern University Medical School, 
and emeritus professor of surgery at Northwest- 
ern’s Dental School. He was founder and chair- 
man of the Cleft Lip and Palate Institute at the 
Dental School and a member of the emeritus 
staffs of Passavant, Evanston and the Children’s 
Memorial Hospitals. 


Oxiver L. MitcHeELL, retired, Oak Park, who 
graduated at Northwestern University Medical 
School in 1893, died January 3, aged 88. 


Frank W. Nicket*, Winter Park (Florida), 
formerly of Eureka, who graduated at the Col- 
lege of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, 
in 1910, died December 21, aged 74, of a cere- 
bral hemorrhage. He moved to Winter Park in 
1951. 


EpwaArp ALLEN OLIvER*, Chicago, who gradu- 
ated at Rush Medical College in 1909, died No- 
vember 5, aged 74, of coronary insufficiency. He 


was emeritus professor of dermatology at North- 
western University Medical School, where he 
joined the faculty in 1940 as professor and chair- 
man of the department of dermatology and syph- 
ilology. He was a member of the American 
Dermatological Association, of which he was 
past-president, and the American Academy of 
Dermatology and Syphilology; past-president 
of the Chicago Dermatological Society. He was 
associated with the Veterans Administration at 
Hines, St. Francis Hospital in Evanston, and 
St. Luke’s and Passavant Hospitals. 

Peter PaviuK, Chicago, who graduated at 
the Chicago Medical School in 1931, died No- 
vember 4, aged 57, of cancer and portal cirrhosis. 
He was associated with St. Luke’s Hospital. 


Davin Brttines Pecx*, Chicago, who gradu- 
ated at Northwestern University Medical School 
in 1905, died November 7, aged 79. He was chair- 
man of the Board of the Bowman Dairy Com- 
pany, of which he served as vice-president, a 


director, and president. 


JosepH Ratmonp*, New Boston, who gradu- 


ated at Rush Medical College in 193%, died re- 
cently, aged 48. 

Donatp E. Rossirer*, Highland Park, who 
graduated at Northwestern University Medical 
School in 1925, died December 14, aged 57. 

Maurice 8. SANDERSON*, Edwardsville, who 
graduated at the Chicago Medical School in 
1944, was killed December 18, when two bandits 
entered his home and tried to rob him. He was 
shot in the chest. He was health official for 
Madison County, aged 44. 


JOHN F. SHALLENBERGER, retired, Chicago, 
who graduated at the Chicago College of Medi- 
cine and Surgery in 1907, died January 5, aged 
79. He had practiced medicine on Chicago’s 
south side for 40 years. 

GroRGE A, SHARE*, Chicago, who graduated 
at the Chicago College of Medicine and Surgery 
in 1908, died December 16, aged 76. He had 
served as medical director at Armour & Com- 
pany for 31 years, and was a member of the staff 
of the Evangelical Hospital. He retired from the 
Armour post in 1950, but continued his medical 
practice. 

LAURENCE EvuGENE SHOWALTER*, Dolton, 
who graduated at Northwestern University Medi- 
cal School in 1933, died October 8, aged 52, of 
acute coronary occlusion. He was a member of 
the American Academy of General Practice. 


GrorGE THOMAS SmitH, retired, Chicago, 
who graduated at the Hahnemann Medical Col- 
lege and Hospital in 1897, died October 28, aged 
85, of cerebral thrombosis. 

Meyer J. STEINBERG*, Chicago, who gradu- 
ated at Rush Medical College in 1926, died 
January 6, aged 54. He was associate professor 
of medicine at the Chicago Medical School and 
a member of the staffs of Bethany, Weiss Me- 
morial, and Highland Park Hospitals. 


KENNETH F. Srotz*, Chicago, who graduated 
at Northwestern University Medical School in 
1934, died January 3, aged 48. He was president 
of the Chicago Society of Industrial Medicine 
and Surgery, and a fellow of the International 
College of Surgeons. He was a member of the 
staffs of Norwegian American and the Walther 


Memorial Hospitals. 


*Indicates member of the Illinois State Medical Society 
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